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Intersexuality as defined by Cawadias! is a 
condition of imperfect sexual differentiation. An 
intersex is an individual in whom male and female 
features co-exist in various proportions. 


Faced with the responsibility of treating a 
severe grade of intersexuality, I felt it my duty to 
become familiar with the proper management of 
the case which I wish to present. 


This little patient, Marilyn (Figure 1), aged 4, 
was seen by Dr. Jack Lander the night before at 
her home on account of an impacted right in- 
guinal hernia which was reduced after some 


Figure 1 


Figure 2 


manipulation. I saw her the following day at my 
office, and upon examination I found that she had 
bilateral inguinal herniae with a small solid mass 
in each groin which gave one the feeling of examin- 
ing undescended testes. But in view of the fact that 
she was a girl, I presumed this was a case of her- 
niation of both ovaries. She was admitted to the 
hospital and on exploring the right side, I was 
rather shocked to find that the swelling, instead of 
being an ovary, was a fully formed testicle and 
epididymis. Dr. A. C. Abbott was in the adjoining 
room, and I called him in consultation. I then 
mace a mid-line incision and found that this child 
had no female organs internally; that is, there were 
no tubes, no uterus, and no ovaries. Examination 
of external genitals (Figure 2) revealed: labial 


folds, vagina % centimeter, urethra at base of 
clitoris. 

Immediately, there loomed up in my mind sev- 
eral questions as to the proper management of this 
case: 

1. Should the testicle be removed or left in 
place. 


2. Since there is no scrotal sac—spermatogene- 
sis is out of the question, but there will be enough 
androgen secreted to produce secondary sexual 
characteristics later on, especially if the testes 
should descend into the labio-scrotal fold as often 
haprens at puberty. Then what will happen should 
the child be brought up as a female and masculine 
secondary characteristics appear—such as change 
of voice, male stature and hirsutism? 

3. Is the gonad on the left side a testicle, ovary, 
or ovo-testis? 

4. Should this child be brought up as a male 
or female? 

5. What should my instructions be to the 
parents as to the future guidance of this child? 

In this case the testicle was removed and the 
hernia repaired, while repair of the opposite hernia 
was deferred until such time as some of these 
questions have been settled. 

The following day I wrote to some of the fore- 
most American urologists stating the circumstances 
and asking their opinion. I received a number of 
very interesting replies, but very conflicting, since 
there was no uniformity of opinion. Prior and 
Company? were kind enough to furnish me with 
current literature. I found, however, that the 
literature on this subject was very voluminous but 
unfortunately the treatment vague and far from 
standardized. Since then I read an excellent mono- 
gram by Cawadias on this anomaly of nature in 
the hopes of interpreting for myself the proper 
manegement of this case. 

From all this mass of evidence, I find that the 
current interpretation hinges chiefly on what really 
initiates the sex of the individual. In Hippocrates’ 
time, sex was considered to be due to divine inter- 
vention. Later when herniotomy was introduced by 
the Greeks, sex was based on the gonads—that is, 
testes presupposed a male, and ovaries a female. 
According to Cawadias, the most recent biological 
conception, however, proposes that the earliest 
sexoformic impulse originates in the genes of the 
chromosomes of the ovum and spermatozoon; later 
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to be modified and enhanced by a variety of factors, 
such as. the gonads, endocrines, psychological 
stimuli, vitamins, etc. 

Every cell in the human body contains 48 
chromosomes. There are two types of cells—soma- 
tic and sex. 

Figure 3 shows a somatic cell in the process of 
mitosis, terminating in 2 daughter cells, each of 
which contains 48 chromosomes, as in the original 
mother cell. 

Figure 4 shows sex cell (ovum and sperm) in 
process of maturation. The sex cell also contains 
48 chromosomes; but one of these has a special 
duty to perform—it is responsible for sex deter- 
mination and is called the X-chromosome. The 
ovum contains 46 ordinary, plus 2 X-chromo- 
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somes. The sperm contains 46 ordinary, plus one 
X-chromosome along with a Y-chromosome which 
is structureless, functionless, and has nothing to do 
with sex determination. The ovum divides into 2 
daughter cells, each containing 24 chromosomes (23 
& X). One of these daughter cells is lost to 
Polar body, leaving the other to meet with its 
sperm mate. The sperm also divides into 2 cells: 
e.g. (23 & X) and (23 & Y). If the daughter cell 


(23 & X) unites with sperm (23 & X) the result- 
ing formula is 46 & 2X (Female). If the daughter 
cell (23 & X) unites with sperm (23 & Y) the re- 
sulting formula is 46 & XY (Male). In other words, 
a female has two X-chromosomes, while a male has 
only half that number, and it is this difference 
which determines a male or a female. 

It depends on the balance of the genes of the 
chromosomes. If the genes of the chromosomes are 
not sufficiently powerful on either side, whether 
through number, quality or heredity, the resulting 
balance is abnormal and leads to intersexuality. 

Bettinger’ points out “that every cell carries male 
(M) as well as female (F) factors, the F factor in 
the sex chromosome, the M factor in another 
chromosome pair. The genetic fermula for a male 
is therefore — FMM, for a female—FFMM. The 
usual clearcut sex determination results from a 
constant difference in the value of F and M in a 


Figure 5 


given group; it can, however, be seen that the 
genetic sex differences are of quantitative rather 
than qualitative nature.” 

It has been definitely shown that there are 
humans without obvious testes or ovaries, who 
show definite sexual characteristics. I have the 
privilege of presenting here a case of Dr. J. A. 
Bourgouin’s, which demonstrates this fact (Figure 
5). “Aunt Mary” admitted to Male Service, St. 
Boniface Hospital, with fractured femur. Autopsy 
showed complete absence of Wolffian System (no 
testis, epididymis, vas. deferens, prostate or sem- 
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inal vesicles), or Muellerian system (no ovaries, 
tubes, uterus or vagina), and yet he presented a 
variety of sexual characteristics of both the male 
and the female, e.g., 


(a) Female: Long hair, small head, hairless face, 
narrow chest, broad hips. 

(b) Male: No breasts, scrotal sac, with no mid- 
line groove, rudimentary penis about one and a 
half inches long, and diameter of a lead pencil. 


In this case it appears that a sexoformic impulse 
was initiated early in life but the sexual charac- 
teristics were thrown into confusion because the 
organizer and the endocrine secretions failed to 
co-ordinate them. 

Darwin first pointed out that intersexuality is a 
normal phenomenon. Actually there is no such 
thing as an absolute male or female. Every male 
possesses latent female features, and vice-versa. 
And so a normal male or female represents the 
lowest degree of intersexuality; all cases varying 
only in degree from the normal to the monstrous 
type. There are numerous facts to substantiate 
this: 

1. All men secrete some oestrin— which is a 
female hormone. 

2. It is common knowledge that rudimentary 
testicular tissue is found in practically all women. 

3. Goldschmidt‘ in very extensive experiments 
on animal embryos could, by cross-breeding of two 
different races of species, obtain at will practically 
all intermediate stages between a normal male and 
a normal female animal. He also shows that com- 
plete sex reversal is possible; that is, genetically 
2X individuals could become perfect males. 

On this basis, an intersex is bisexual anatomic- 
ally. That is, the individual may possess both male 
and female gonads; but it is important to bear in 
mind that only one sex is predominant while the 
other is always rudimentary. They may also be 
bisexual when it comes to function, e.g., The Medi- 
cal and Surgical Reporter, June, 1899, presents a 
case of a young mulatto with a marked hypospadias 
who had an affinity for women, and contracted 
gonorrhoea in the normal manner. He also had a 
predilection for the passive role in the act of 
copulation and transmitted gonorrhoea to a number 
of his male friends in the neighborhood ranging 
from fourteen to seventeen years of age. This 
same individual, however, cannot be bisexual when 
it comes to reproduction. That is, he cannot pro- 
duce sperms and ova at the same time—in other 
words, he cannot conceive and procreate at the 
same time. It is for this reason that we can no 
longer classify intersex into true and false herma- 
phrodites, since reproductively there is no such 
thing as a true hermaphrodite. And so the old 
legend of Arnaud’s,* who offers as a demonstra- 
tion of complete hermaphroditism the tale of two 
hermaphrodites of Valencia who married and bore 


children alternately by mutual consent is thus 
scientifically disproved. And the story by Affaita- 
tus Fortunius*, who believes that the magician 
Merlin was the product of a self-fertilized herma- 
phrodite cannot possibly be true in the light of our 
present knowledge. The new classification is 
therefore: 


1. Male intersex (androgynoid—in Greek mean- 
ing men looking like women), men who show in 
their psycho-physical make-up, female features. 

2. Female intersex (gynandroid)—females who 
show male features and characteristics. 

I would like at this point briefly to review the 
embryology of the genital tract in order that I may 
point out where every embryo is anatomically bi- 
sexual up to the eighth week of foetal life. The 


Figure 7 


construction of the male and female genital tracts 
is fundamentally similar; and this fact explains 
why sex reversal is possible. Figure 6 is an anato- 
mical diagram which may assist the reader in 
reviewing the embryology. 


1. The Gonads 


In the lumbar region, just under the peritoneum, there 
develops a mass on each side which is the future site of 
the gonads. In the earliest embryo, the germinal layer 
produces sex cells which up to the eighth week of foetal 
life are both male and female. At this stage the gland is 
really an ovo-testis, and is bisexual. From here on, it 
depends on the influence exerted by the genes of the 
chromosomes. They determine whether the cortical 
element of the gonad shall proliferate and so form a 
testis, or the medullary portion, and thus produce an 
ovary. If the male sexoformic impulse predominates, the 
sex cells of the germinal epithelium proliferate to form 
solid cellular seminiferous cords which extend into the 
Wolffian body. These cells differentiate later into sperma- 
tocytes, spermatagonia, and spermatids. And the cords 
form the seminal tubule, but they do not become canalized 
until puberty, and only then are spermatozoa formed. 

If the female exoformic impulse is the stronger, it 
inhibits the formation of the seminiferous cords, and 
instead proliferate rapidly to form isolated masses of cells 
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which later give rise to the primordial ova and differen- 
tiate into Graafian follicle and corpus luteum. 

That is the end of the action of the chromosomes and 
from here on sex is determined by the chemical action of 
the organizers and hormonal secretions, and now it depends 
on balance of these hormones. 


2. Ducts 


Then, two sets of ducts form almost simultaneously, 
i.e., Wolffian and Muilerian. If male stimulus predomin- 
ates, the secretory seminiferous tubules join the collect- 


and the Duct becomes the Vas Deferens, and ends in the 
uregenital sinus. Later the testicle begins to migrate to- 
wards the scrotal sac. At the same time the male impulse 
inhibits the Mullerian duct which atrophies and remains 
only as a vestigal remnant at its upper end—hydatid of 
Morgagni, and at its lower end—prostatic utricle, homolo- 
gous with the Uterus. If the female impulse predominates, 
the Mullerian tubes unite to form the tubes, uterus and 
vagina and end in the urogenital sinus, while at the same 
time it inhibits the Wolffian duct which atrophies and 
remains only in its upper end—as the para-oophoron and 


ing ducts of the Wolffian body and form the epididymis, at its lower end—as Gartner’. duct. 


FEMALE 


FEMALE 


Figure 6 
= Gonads and Ducts, Urogenital Sinus 
er 1. Testes 9. Prostate 17. Ureters 
or 2. Ovary 10. Hydatid of Morgagni 18. Bladder 
3. Germinal Layer 1l. Prostatic Utricle 19. Rectum 
4. Seminiferous Cords 12. Muellerian Ducts 20. Anus 
5. Ova 13. Uterus 21. Female Urethra 
6. Wolffian Body 14. Vagina 22. Phallic Tubercle 
7. Wolffian Duct 15. Urogen Sinus 23. Pubis 


8. Seminal Vesicles 16. Rathke’s Spur 
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3. Urogenital Sinus 


Is also bisexual in early stage. In this stage the Geni- 
tal Ducts and Urinary Tract open into a common perineal 
cavity—the urogenital sinus. 

If the male impulse is predominant it stimulates the 
growth of a spur of mesoderm (Rathke’s) which grows 
down and separates the genito-urinary tract from the ali- 
mentary tract. The urinary tract is prolonged to the genital 
tubercle (Phallic tubercle—Penis) and the male ducts open 
into the urinary tract. 

In the female, the spur descends and separates the geni- 
tal tract from the urinary tract, and the urethra issues at 
base of the Phallic tubercle (Clitoris) and not through it. 


4. External Genital Tract 


(Figure 7.) Up to the eighth week the external genital 
tract is bisexual. There appears in the perineum a genital 
tubercle (Phallus)—destined to be Penis in male, Clitoris in 
female, and on under surface is the urethral groove. The 
edges of this groove are urethral folds. On each side of the 
genital tubercle are rounded lateral ridges, the labio-scrotal 
swellings. If the male sexoformic impulse predominates: 

1. The genital tubercle grows and develops into a Penis. 

2. The Urethral groove extends to the end of the Penis- 
(glans). 

3. The urethral folds and edges of urethral groove unite 
from behind forwards, and thus transform the urethral 
groove into a canal. 

4. The separate labio-scrotal swellings coalesce and form 

the scrotum. 

If the female sexoformic impulse predominates: 

. The genital tubercle develops slightly into a clitoris. 

The urethral groove remains at the base of the clitoris 

as an open vestibule and does not penetrate the glans. 

. The urethral folds constitute the labia minora. 

. The labio-scrotal swellings form the labia majora. 

If the genetic sexoformic mechanism fails to function 
completely, an androgynoid personality results—i.e., an 
intersex. 

1. The impulse does not completely inhibit the cortical 
elements of the gonad and therefore ovarian tissue co- 
exists with testicular tissue—ovo-testis. 

. It does not inhibit completely the Mullerian system and 
therefore tubes, uterus and vagina may develop in any 
degree. 

3. The spur does not descend and so fails to separate the 


nN 


genital from the urinary tract. 

. The genital tubercle does not develop into a perfect 
penis. 

. The urethra may not reach the glans. 

. The urethral folds may not unite and remain as a labia- 

minora—giving rise to a hypospadic urethra. 

The labio-scrotal swellings do not unite into a normal 
scrotum and remain as labia majora. 


From all this evidence we see that sex differen- 
tiation centers and originates around the genes of 
the chromosomes. The sexual constitution of the 
offspring is determined at fertilization. In some 
lower animals, this alone determines the entire sex 
differentiation. In humans, we have a more elab- 
orate set-up. 

1. Genes—which act on one cell only. 

2. Sex Organizers— hormones about which we 
know very little at the present time, but they 
affect groups of cells. 

3. Endocrines: 

(a) Masculinizing Hormones: 


1. Testosterone—from testes. 

2. Corticosterone—from adrenal cortex. 

3. Progesterone—which is also a male hor- 
mone since it opposes oestrin and comes 
from the Corpus Luteum. 

(b) Feminizing Hormones: 

1. Oestrogen—from the ovary. 

2. Pituitary prolactin— from the pituitary 
gland. 

3. Thyroidoxin—from the thyroid gland. 


Both groups of hormones are found in all 
humans, male as well as female, but the prepon- 
derance of one or other group makes for feminizing 
or masculinizing as the case may be. , 

4. Environment, e.g., in India, where tempera- 
ture is high, females mature at an early age and 
menstruate at seven or eight years. 


5. Nutrition, e.g., vitamin E and vitamin B, have 
a definite action on the sexual cycle. 


6. Social, Educational and Psychological En- 
vironment have a tremendous influence on the 
sexoformic mechanism; phychogenic intersexes are 
common. “Normally the cerebral psycho-associa- 
tional centre is sexualized by the endocrines, and 
the individual acquires a male or female psyche, 
but education and social environment may inter- 
fere with the individual to such an extent, that he 
becomes an imperfectly masculine, effeminate or 
homosexual personality — “psychogenic intersex.” 
This is important because if you rear a child as a 
female and convert her suddenly into a male, the 
effect of previous environment and training may 
have a stronger influence on her sexual being than 
the true anatomic genetic sex to which it belongs. 

So far we have been discussing intersex as due 
to faulty balance of genes, but there are two other 
important causes of intersexes: 


I. Maternal Hormones 

One must always bear in mind that by far the 
greater majority of intersexes are male. By that 
we mean a male with female characteristics. The 
reason for that is: The high concentration of 
maternal oestrin normally circulating in the blood 
of pregnant women, exerts a feminizing effect on 
the embryo. If the embryo is destined to be a 
female, the extra oestrin is of no importance; but 
should it be a male, the excess maternal oestrin 
inhibits the masculinizing process, and the male 
embryo may be born a male intersex. This inter- 
sexuality is usually corrected after birth through 
the masculinizing hormones of the newly born 
infant. If however, these hormones are insufficient, 
various grades of male intersex result. 


II. Hormonal Tumours 


There is also a separate group of intersexes due 
to various hormonal tumours, affecting females 
only: 

(a) Arrhenoblastoma of the ovary — which is 
really a testicular tumour of the ovary. I pointed 
out where the sex gland or gonad is bisexual up to 
the seventh week; that is, composed of male and 
female cells. If a feminizing impulse is predomin- 
ant the medullary or seminiferous cords should 
atrophy completely, but some may remain as cell 
remnants and become surrounded with normal 
ovarian tissue. These cells retain their male poten- 
tialities, and when they become neoplastic will 
produce male testicular hormones, same as other 
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tumours which are able to function similar to the 
tissues from which they arise (hyperinsulinism — 
from an adenoma of the Pancreas, or hyperthyroid- 
ism—from an adenoma of the thyroid gland). Here 
the testicular tumour masculinizes the female host, 
and produces sex reversal; she ceases to menstru- 
ate, grows a beard, develops a male voice. 

(b) Adrenal Cortex tumor. Adrenal cortex 
arises embryologically from same tissues as gonad 
and produces a masculinizing androgen—corticos- 
terone. The presence of a tumour or hypertrophy of 
the adrenal cortex in a female will depend on the 
age of the individual in whom it appears. If the 
tumour occurs before birth or early infancy of a 
female child—definite male intersexuality results, 
and all degrees may exist from excessive enlarge- 
ment of clitoris to atresia or absence of the vagina. 
If it cecurs after puberty, the female suddenly 
notices masculinizing changes—hirsutism, cessation 
of menses, hypertrophy of clitoris, and voice 
change. 

(c) Pituitary Basophilism or Cushing's tumour. 
But this is a disease of young women and rare in 
children. 

(Figure 8.) Case of Dr. M. S. Margolese—show- 
ing Hypertrophy of Prepuce and clitoris in what 
appears to be a female child of 8 years. Is this a 
case of male intersex due to imperfect genetic 
balance; or is it a case of sex reversal due to 
overbalance of masculinizing hormones? 


Treatment 


The treatment of intersexuality presents very 
serious and complicating problems. True enough, 
extreme degrees of intersex are rare, but milder 
degrees are not uncommon. Improper diagnosis of 
sex and failure to determine proper psycho-physi- 
cal make-up results in neurosis, suicide, homo- 
sexuality, and numerous irregular sexual prac- 
tices. The Romans had a simple treatment—inter- 
sexes were considered to be “expressions of divine 
anger,” and therefore, to pacify the gods, were 
promptly put to death. We know now that inter- 
sexes are physically abnormal. It is certainly a 
major handicap as far as the individual is con- 
cerned. It is of tremendous importance in forensic 
medicine, e.g., marriages, wills, divorce, sterility, 
and impotence. There is, for instance a record of a 
court case in the American Journal of Medical 
Science, 1847, in which a will was contested in- 


volving huge sums of money, where the sex of 


the legatee was questioned, because he had mens- 
truated through the urethra since puberty. There 
are numerous reported cases both interesting and 
bizarre. There is no accepted standard in evaluat- 
ing them. Cawadias says that for practical pur- 
poses, extreme genital intersexes should, especi- 
ally if of doubtful sex, be registered at birth as 
males; firstly, because the greater majority are 
male, and, secondly, in female schools a male 


intersex can act sexually as a male and so deflower 
“her” school fellows, whereas a female hermaphro- 
dite in a boy’s school passes unnoticed because of 
the enlarged clitoris, and the incomplete union of 
the labia is masked. 


Ombredonne first pointed out that “it is wrong 
and dangerous to label sex solely upon anatomic or 
histologic morphology of the gonad. This should 
never be a guide to rational surgical procedure.” 
One cannot determine the nature of the gonad his- 
tologically or clinically. A mass in the genital 
pouch thought to be a testicle from its position has 
been frequently proven to be one of four or five 
possibilities microscopically: Some turn out to be 


Figure 8 


lobules of fatty tissue, others—granulation tissue, 
testes, ovaries; some are mixed, e.g., ovotestes. 
Even histologic examination is often insufficient 
unless serial sections are done, because one part 
may be a testis and another an ovary. 

Even though one finds it to be a testicle, one 
cannot determine the degree of maturation. This 
is the chief reason why it is so dangerous to label 


’ sex before puberty, and since there is no such thing 


as a true sex, the individual belongs to that sex 
which is dominant in him. Sex is, and must be 
based not only on anatomic and histologic morpho- 
logy, but also sexual function, which can only be 
determined at the dawn of consciousness. 

Before I attempt to formulate any form of 
treatment, let me review some case histories and 
correspondence to get the opinion of some of the 
authorities. 


Case I. Bettinger, S.G.O., January, 1944 


Summary of Case: Woman, age 23 years. Came for 
advice because of abnormal enlargement of the clitoris. At 
14 years, her voice became deep like that of a man, she 
developed hair on the face and had to shave daily. Breasts 
were flat; never menstruated; brought up as a girl however, 
she began to admire the male sex, and wished to continue 
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living as a female. Came to the doctor to have the en- 
larged clitoris removed. Examination showed an enlarged 
clitoris, presence of labia majora, and a vagina one centi- 
meter. She was very anxious to be a female. At operation 
testes were removed and the clitoris amputated; she was 
then given weekly injections of 40,000 units of oestrin. 
Gradually she began to deposit fat in a female pattern; the 
breasts enlarged, and an artificial vagina was created. She 
married and lived very happily. 

Comment: It is important to bear in mind that 
this patient presented herself long after puberty, 
that is, at 23 years of age. This is a case of an 
anatomic genetic male converted to a female by 
psychological environment. This is a male intersex. 
Anatomically she was a male. Psychologically, she 
was a female because of association and environ- 
ment, and wished to remain as a female; and was 
treated pragmatically. This is an established form 
of treatment. By pragmatic sex we mean allowing 
an individual to adopt the sex in which he or she 
will feel most happy, even though it is not the true 
sex. Because if one is forced into the opposite sex, 
such a person will be miserable and will tend to 
develop an inferiority complex. Eventually some 
may commit suicide. Even in the 16th century, 
Ambrose Pare writes that a hermaphrodite has a 
right to choose his own sex, and an individual 
should be considered as a male or female accord- 
ing to his own will. It is up to the physician to 
perfect that sex by surgery and endocrines. 


Case II. J. Alenkvist: Nordish Medicine: Oct., 1941 


Summary of Case: Patient came to the doctor at the age 
of 22, had malformed genitalia. Pubic hair appeared at 17. 
At, 20, hecame only slightly attracted to girls. Examination 
showed labio-scrotal folds separated by a deep fissure, no 
vaginal opening, no testicles in either fold. The left testicle 
was felt in the left groin. Between the folds was a hyper- 
trophied clitoris. The body had a feminine appearance. 
Treatment begun: January, 1940, 10 mgs. testosterone—three 
times a week (15 injections). Clitoris became longer. Began 
feeling scx urge more strongly. May, 1940, 25 mgs. testos- 
terone—(51 injections). Penis increased in size. Deep fissure 
between scrotal halves became shallow. January, 1941, 18 
injections of pregnvl (A.P.L.); scrotum formed a sac with a 
median furrow. Testicle on the left descended into the 
scrotum, and the right became palpable in the groin. Feb- 
ruary, 1942, was married; normal sexual functions, but 
ejections did not contain sperm. 


Comment: Here is a male intersex — anatomi- 
cally a male, and also psychologically and appar- 
ently good results obtained with massive hormonal 
therapy. 


Correspondence 


The authorities with whom I corresponded were 
not asked for permission to publish their opinions, 
and for that reason, their names are omitted. It is 
by virtue of the difference of opinion expressed by 
such leading medical men that I felt the replies 
were valuable and instructive in the final analysis 
of this case. 

Letter I. The amount of information given in your letter 


of the eighteenth is insufficient to lead to a conclusion as to 
just what the condition you are dealing with is. ; 

The absence of uterus, tubes, and ovaries intraperitone- 
ally is insufficient evidence to conclude that there are two 
testes. There is the bare possibility that the gonad on the 
unexplored side is an ovary or an ovotestis and, therefore- 
you would be dealing with a true hermaphrodite. Since 
this condition is extremely rare, it is more likely that there 
are bilateral testes, undescended. The question then arises 
as to whether the genitalia situation is one of extreme 


. 


hypospadias with an infantile penis or whether it is a 
pseudo-hermaphrodite with some pituitary disturbances. 
Since the clitoris is not hypertrophied, it would, of course, 
be unlikely that there is an adrenal hyperplasia or adenoma. 

Once you are sure of the bilateral testes, there is no 
doubt in my mind that the parents should be so informed 
and the child brought up as a male. Plastic operations can 
be done to make him so. Before this is done, you must be 
absolutely certain that there are testes. 


Recently, I have had a patient who had been operated 
upon at the age of 12, to which age it had been brought up 
as a girl, and it was thought by the surgeon that undes- 
cended testes were present. The child from then on was 
brought up as a boy. This patient had a markedly hyper- 
trophied clitoris, but, of course, with a urethra in the sinus 
urogenitalis, so it was thought to be a hypospadias. The 
clitoris, of course, was markedly down-curved and the child 
grew up as a boy and at the age of 19, married. He was 
married two years apparently happily so, and came in for 
correction of the curvature. Examination, however, re- 
vealed that this patient is a female and there are bilateral 
ovaries, sections from both sides of which we have as 
proof; and there are the uterus, vagina, and the tubes pres- 
ent. The gonads, previously suspected without examina- 
tion, of being testes prove, on examination twelve years 
later, to be ovaries. You can see what a tremendous medico- 
legal problem this raises. 


Letter II. I should think that the child would be better 
off being brought up as a female since the external geni- 
talia are those of a female. The testicle which was found 
in the hernia sac had best be removed because it would 
probably never function as a gonad. I do not think there is 
any further treatment necessary. The parent should of 
course be informed of the condition. With the testes out it 
would seem that this child should grow up to be distinctly 
feminine. 

Letter III. You should let this child grow up as a girl. 
You failed to say whether there was a vagina; it really 
doesn’t make much difference, for you did indicate there 
was a vulva and a small clitoris. 

I have run into almost identically the same situation in 
a young woman recently, and we have had younger chil- 
dren in whom an ultimate decision could be postponed, as 
in your case. 

In any event, you can not make a penis; on the con- 
trary, a vagina can be made by several means. In my 
patient I made it out of a loop of intestine in a single stage 
operation. We got a very nice result. The patient has since 
married and informs me that she and her husband are 
very happy and that it has worked out satisfactorily on 
every score. 

This patient of mine, interestingly enough, had testes 
(microscopically); yet, her secondary sex characteristics 
were those of a woman. Her breasts were well developed; 
she had a small larnyx and a feminine voice. The pubic 
hair, however, had rather a masculine distribution. Her 
hands and feet were somewhat large, but she would pass as 
a pretty girl anywhere. She was very feminine in all her 
attitudes as for as I could tell. Yet, just before marrying, 
she was working on machines in a defense plant as, of 
course, many other women are now doing. 

I did not tell her, her mother nor anyone of the histo- 
logic picture of the internal sex glands. Why should they 
know? She is perfectly happy as she is. I have no publica- 
tions on the matter, though I have thought of writing up 
some time the operative procedure we did on this patient. 
My thought concerning your patient is that, the operation 
should be postponed until the child is well past puberty. 
I would be inclined not to even tell the parents of the sex 
gland, for it will only throw them into confusion. UITti- 
mately a vagina can be made for this youngster, and that 
will solve the situation as far as any mortal man can 
imitate the bountiful gifts of nature. 

Letter IV. If the testicles are present in both canals they 
should be left alone. There will be sufficient interstitial 
secretion to be useful. Male sex hormones can be given in 
addition if the testicles do not produce enough secretion to 
five a definite masculine development, but this should be 
done only after puberty has been allowed to come about by 
itself. In case both testicles are present the child should be 
brought up as a male and the parents so instructed. 

If an ovary is found in the left side, the testicle should 
be removed because of the external genitalis. The child 
should then be brought up as a girl and the parents can be 
informed if he wishes. 

Letter V. I was very much interested in your description 
of the patient who apparently was a male hermaphrodite. 
We are agreed that as far as future sex is concerned it 
would be better to follow the lines indicated by the pre- 
dominant sexual apparatus. In this case it is definitely 
male. In fact, the best results are obtained in making a 
male out of most of these patients. 

It would be best to leave the testicle in situ for the time 
being. An attemnt might be made a little later to use 
A.P.L. in hopes of stimulating growth of the male parts. 
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It would seem probable that there is another testis which is 
also undescended. It is very possible that the hypospadias, 
even though rudimentary, could be corrected later on. 

Undoubtedly, the parents should be informed as to the 
situation. 


Conclusion 


I apologize to the Endocrinologist and the 
Urologist for even attempting to publish a dis- 
course on a subject so foreign to me; I have nothing 
original to offer, except my problem. 


Such diversity of opinion among authorities 
is an indication of the complexity of the problem. 
The more I study this case, the more perplexed 
I become. For every argument, there is a contra- 
argument. This child is unique in that the con- 
dition has been recognized so early in _ life. 
Usually intersexuality is discovered only when 
changes at puberty do not fit in with the assumed 
sex. Then the surgeon is guided by the wishes of 
his patient. In this case, the patient is too young 
to understand the situation and can express no 
intelligent opinion. The principle question is: 
should things be left as they are until the awaken- 
ing of sex consciousness? There is no way of 
determining which sex will then predominate and 
meanwhile a child externally a female, yet actually 
a male will grow up as a female. The alternatives 
are three: 


I. Let the mother wait until puberty and then 
be guided by the wishes or tendencies of the child. 


II. Change the method of upbringing to that of 
a male. Genetically the child is a male. The 
Wolffian tract is fully developed; the Mullerian 
system has been completely inhibited. Yet, because 
the maternal hormones were too strong —or the 
masculinizing stimulus too weak, the external 
genitalia have developed so incompletely that the 
child appears to be a girl. If we wish to make the 
child live as a male, we must now change his dress 
and training to fit a boy. Later, androgen therapy 
combined with plastic surgery and the bringing 
down of an undescended testis might be successful. 
There is, however, the danger of failure. The penis 
may not hypertrophy and the labio-scrotal folds 
may not close. The psychological problem likely 
to be created makes one hesitate to make a boy 
out of this male child. 


III. The third choice is to continue to bring the 
child up as a girl, and at the same time do all we 
can to shift the sex-tendency to the female side. 
That is — at the age of ten or twelve, the remaining 
gonad would be removed, and estrogenic hormone 
be given in sufficient dosage to neutralize the 
masculinizing effect of the adrenal and pituitary. 
Still later, when “she” became conscious of its 
absence, an artificial vagina could easily be con- 
structed. A recent and simple method has been 
described with success. (R. Wharton, Annals of 
Surgery, June, 1940, Baltimore, Md.). A condom 3 
or 4 inches long is filled with wax and inserted into 
the space between the bladder and rectum and 
left there for three weeks. Vaginal epithelium 
proliferates and encloses this space. “She” is 
growing up as a girl, and it would be easy to let 
“her” develop into a woman; but “she” would 
never be really a woman, for “she” will never 
menstruate. What conflicts may arise in the 
future — we cannot forsee. 

Therefore I find treatment very difficult. I 
have three choices, but every one has grave dis- 
advantages. Doing nothing now is the easiest way 
out, but then what about the shock of puberty 
when masculinizing secretions become active. If 
we attempt to make the child live as a boy, it will 
be as a freak, recognized as such by his playmates. 
If we try to suppress the masculine trend, we can 
succeed only in part. Whatever we do is based on 
uncertainty and is dangerous. In the words of 
Hippocrates, “judgment is fallacious, experiment 
perilous.” 


Summary 
1. A case of intersexuality is presented. 


2. Difficulty in determining the proper sex is 
discussed. 


Bibliography 

1. Cawadias, A. P., Hermaphrodites: The Human Intersex. 
Wm. Heinemann Medical Books Ltd., London, Eng. 

2. Prior & Co., Hagerstown, Maryland, U.S.A. Consulting 
Service: Lewis’ Practice of Surgery. 

3. Bettinger, H. F., M.D., Melbourne, Australia. Herma- 
phroditism—Sur., Gynec., and Obs.—January, 1944. 

4. Goldschmidt, R. “Analysis of Intersexuality of the Gypsy 
Moth.” Q. Rev. Biol., 1931, VI., 125. 

5. Arnaud’s, Georges. “Treatise on Hermaphrodites.” 
London, 1750. 


6. Fortunius. “De Conceptu Androgyni.” Venice, 


i 
if 
; 
agovas 
PPR 
| 


April, 1945] The Manitoba Medical Review 


143 


Thousands of workers on wartime 
shifts necessarily eat on topsy-turvy schedules 
—breakfast at midnight, for example, and lunch at three in the 
morning! And far too often, such erratic hours mean erratic meals. 
Breakfasts are eaten on the run; lunchboxes hold whatever can be hastily 
prepared; dinners are cold, pickup snacks. As a result many people 
fail to receive optimum, or even adequate, amounts of the important 
protective foods—and subclinical vitamin deficiencies are far from 
rare. e Where such deficiencies are known or strongly suspected to 
exist, you may want not only to correct the unbalanced diet, but to 
prescribe a dependable vitamin supplement as well. Why not specify 
Abbott Dayamin Capsules? No other single word on a vitamin 
prescription can better insure that your patients receive 


EACH CAPSULE CONTAINS: preparations of dependable purity and potency. 

Thiamine Hydrochloride B.P. Lazoratories Limirep, Montreal. 
1,000 Int. Units 

Riboflavin (B(G)) . 3mg. 

Nicotinic Acid Amide 20mg. 

Pyridoxine Hydrochloride (Bs) 1 mg. 

Pantothenic Acid . 3g. 

Ascorbic Acid (C) B.P. . . 75 mg. 

VitaminA . . 5,000 Int. Units 

VitaminD . . 800 Int. Units 
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Carcinoma of the Cervix Uteri 


Review of Treated Cases 


Summary of Paper Given to The Winnipeg Medical Society, 
February, 1945 


By John D. McQueen, D.S.O., M.D., C.M., F.R.C.S.(C.), F.A.C.S. 
Gynaecologist, Winnipeg General Hospital 


The time at my disposal will not allow a detail- 
ed discussion of all phases of carcinoma of the 
cervix, so for this reason, should impressions gained 
or conclusions arrived at in going over the cases 
reviewed, be given without full detail, your in- 
dulgence is requested. 


Histologically there are two types of carcinoma 
of the cervix — Squamous celled or Epidermoid 
Carcinoma and adeno-carcinoma—over 90% are of 
the Epidermoid type. Adenocarcinoma spreads 
and reacts to treatment in much the same way 
as does a grade ii Epidermoid carcinoma. The 
Epidermoid type, depending upon the histological 
picture is designated grade i, ii, iii, or iv. Grade i 
is the slow growing type, while grades iii and iv 
are the rapidly growing anaplastic type. The 
anaplastic undifferentiated growths are more sen- 
sitive to radiation than are the low grades. 


Clinically the extent to which the disease has 
spread is recorded as Stage I, when limited to the 
cervix. 


Stage II, when the iternal os and/or the vaginal 
wall is involved in addition to the cervix. 

Stage III, when the parametrium, broad ligaments, 
base of the bladder or wall of rectum is in- 
volved. 

Stage IV. when there is widespread metastasis and 

a solid pelvis. 

Very early carcinoma is, as a rule, found on a 
thorough routine examination and may have caused 
no symptoms. At one time it was thought that 
vaginal discharge was the most frequent symp- 
tom likely to bring patients with carcinoma to 
secure advice—now, it is my opinion that meno- 
metrorrhagia is a more frequent early symptom. 
However, a blood-stained discharge is frequently 
noted. Pain, unfortunately, is a late symptom only. 
It is imperative that patients be examined thor- 
oughly, bimanually, and, with proper light and 
good exposure, that the cervix and vault be care- 
fully scrutinized. Neither Schiller’s test nor the 
use of the colposcope is necessary if under favour- 
able surroundings a painstaking visual examina- 
tion is done. There should be no hesitation in 
taking a biopsy from suspicious or doubtful cer- 
vical lesions—never forgetting the possibility of 
endocervical lesions. 

To emphasize the importance of not delaying 
a thorough examination in any patient with abnor- 
mal bleeding, the following case is cited: 

In September, 1938, a 32-year-old patient with 
two children, one a year old, living forty miles 


from the city, presented herself, complaining that 
her previous menstruation had been heavy, that 
her present one, which started on time, had been 
very heavy and was still present. A city patient 
might have been sent home to bed until her period 
was over and valuable time lost. This out-of-town 
patient was examined and a fungating carcinoma 
of the cervix was found. She is well today, has 
been able to mother her children and perform all 
the duties of a farmer’s wife. 


Prognosis—The more of these cases one sees, 
the more the outcome in any particular case seems 
unpredictable. 

To illustrate I cite three cases: 

However, the most important single feature 
that determines the prognosis is the stage to which 
the disease has progressed when the patient pre- 
sents herself for treatment. Some patients stand 
radiation treatment well—others do not. Only in 
believing that there is an undetermined factor 
which may vary in each patient, can one account 
for the differences in reponse to treatment in 
patients with similar types of new growth. One 
wonders if the difference is not at least partly 
due to “the will to get well.” This brings up 
the question, should the patient herself be told 
she has cancer? Doubt in the mind of the public 
that cancer is ever cured, prejudice on their part 
against the thought of being considered a cancer 
patient, together with the fear of being definitely 
told they have cancer, has kept me from telling 
patients outright that they have cancer. The 
patient’s husband or guardian must be told the 
whole truth. Usually the patient is told she 
has a new growth on the neck of the womb 
which if not treated adequately at once may 
become serious. 


In this series it was found that patients with 
the ulcerative type of growth (in my hands at 
least) did not respond to treatment as well as 
did those with the overgrowth type of carcinoma. 
Patients developing malignancy in the cervical 
stump following supravaginal hysterectomy, and 
those who had been inadequately treated previous- 
ly by radiation, did poorly. 

Carcinoma of the cervix is considered cured if, 
five years after treatment, there is no clinical 
evidence of malignancy to be found. It is my 
belief that (with few exceptions) if a patient is 
free from evidences of carcinoma 18 to 24 months 
after treatment, the outlook for a cure is very 
bright. 
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As will be seen on a slide shown later, in spite 
of educational campaigns the majority of patients 
presenting themselves for treatment are placed in 
the Stage III group. 


Treatment 

The only known predisposing cause of carci- 
noma of the cervix is chronic irritation—for the 
most part chronically infected lacerated cervices. 
These should be adequately dealt with whenever 
encountered—in other words, prevention should be 
our primary duty. Education of the public to the 
fact that cancer can be cured when treated early 
and if we, as a profession, see to it that no delay 
in treatment occurs once a diagnosis has been 
made, this will go far to raise the percentage of 
cures. 

Today, in all but a few centres, treatment of 
cervical carcinoma is by radium and X-radiation. 
These agents are not harmless. However, with 
proper screening, application and dosage, injury 
to pelvic and abdominal organs, particularly the 
bladder, rectum, ureters and small bowel can be 
reduced to a minimum. The gamma or penetrat- 
ing rays of radium in proper dosage have a parti- 
cular selectivity for the nuceoli of rapidly growing 
cells; these they destroy while normal cells are 
little affected. With this principle in mind it is 
felt that, with suitable and adequate application 
of radium, except in the far advanced cases, can- 
cer cells in and around the cervix can be destroy- 
ed. This lethal dosage, however, does not extend 
out to the lateral pelvic wall; X-radiation is re- 
quired to augment this destruction of carcinoma 
cells in the broad ligaments and pelvic lymph 
glands. It is just as important to destroy cancer 
cells in the broad ligaments as it is to destroy 
them in the cervix. It is my belief that undestroy- 
ed cancer cells in the broad is the main reason 
why our percentage of cures is not higher. For 
this reason it has been my endeavour to apply 
radium well out in the fornices, whenever pos- 
sible, in the first application. Radiation causes 
fibrosis, narrowing and sometimes obliteration of 
the fornices so, even though at variance with most 
centres, provided the patient’s local and general 
condition permits, radium is applied before X-radi- 
ation whenever possible. 

Each case has to be individualized, the amount 
and application adapted to her particular need. 
Local infection must first be eliminated; her gen- 
eral condition must be such as assure a fair 
tolerance to radiation. It is essential that her 
hemoglobin and white blood cells be checked before 
and throughout treatment. In the ideal “set up” 
a cystoscopic and sigmoidoscopic examination 
should be done before treatment is started. Cul- 
tures from the new growth should also be made. 

The cases under review, treated before the 
heavier voltage X-ray was available, received a 


slightly heavier dosage of radium than they do 
now. Until this review was made it was not my 
impression that the higher voltage X-ray treat- 
ment had improved the survival rate. 


The average case now receives roughly 6000 
mg. hours of radium in and around the cervix, 
usually in two applications, preferably two to three 
weeks apart. The average X-ray dosage is 12000 
R units through six ports from a 400 KV. machine 
55 to 62 C.M. distance, resulting in something over 
a 5000 unit tumor dose. 

Interstitial application of radium other than the 
use of Gold Seeds when the vaginal wall is in- 
volved, has been seldom used during the last ten 
years. 

Any treatment of cancer of the cervix which 
does not include follow-up examinations at regu- 
lar intervals becomes a farce. Nothing is more 
pathetic than to have a patient present herself 
for treatment, who probably a year or so previous- 
ly was partially treated, relieved of her symptoms 
for several months, and only reports back when 
her pelvis is solid. If requested, it is amazing the 
effort these patients will make to present them- 
selves for regular check-ups. It is for us to see 
to it that these patients are advised to report for 
rechecking when, if evidence of further treat- 
ment is indicated, it can be undertaken early. 

The 116 cases presented in this review are the 
public and private cases whose treatment I was 
responsible for during the years 1931 to 1940 in- 
clusive. All cases treated have been included. A 
few shown as dead did not die of carcinoma, and 
as far as can be ascertained, those who have not 
survived are so shown. Most of those treated in 
1941-42 who now seem free from any active malig- 
nancy will survive. 

A follow-up clinic has been held each month, 
and recently if patients do not report they are 
contacted by a nurse. Visualization of the vault, 
weight record and a rectal examination are the 
most informative procedures carried out in the 
follow-up clinic. 


Carcinoma of Cervix Uteri — Cases Treated 
1931 to 1940 — 116 Cases 


Stace 1 | Stace 2 | Stace 3 | Stace 4 
Sur- Sur- Sur- Sur- 
Years Pts. vival |Pts. vival |Pts. vival |Pts. vival 
1931 | Grade 1 0—O 0—o0 1—1 
to 22-—1 4—3/14-—3 o—od0 
1935 3&4 2-—1 2—1\|12—0 1—0 
4—2 1—0 26% 
1936 | Grade 1 3—3 | O—0| 4—2| 0—0| | 
to 231-1 13 — 8| 17 —4 2—0 
1940 3&4 1-—1 7—4/)21—5 9—0 
5— 5 20 —12 | 42 —11|11—0| 35% 
1931 9—7 | 26 —16 | 69 —15 | 12 —0| 32% 
1940 77% 77% 21.7 0 |(32.7%) 
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Carcinoma of Cervix Uteri — Cases Treated 
941 to 1944 — 62 Cases 


Stace ! | Stace 2 Stace 3 | Stace 4 
Sur- Sur- Sur- Sur- 
Years Pts. vival Pts. vival |Pts. vival |Pts. vival 
1941. Grade 1 1—1 1— 
an 231-1 4 1 7-2 
1942 3&41—1 3—2 8 — 4 3—0 
3—3 3—0 44% 
1943 | Grade 1 2—2 | O—O| 
and 0—0d0 2 2 7—6 
1944 3&44-—4 3—2|4-9 0—o0 
6—6 — 22 —16 0—o0 78% 


Cases shown in Table No. ii are not considered 
cures, but give some idea of the immediate post- 
treatment results. 


Changes in radiation, probably another effort 
to have surgery augment radiation as is being 
done now—by those who are doing pelvic lymph 
adenectomy in selected cases after radiation treat- 
ment, but our great hope for the present is in 
educating the public to the advisability of early 
examination, should abnormal vaginal bleeding or 
discharge occur, and that we as physicians make 
our examination and treatment thorough. 


Primary Carcinoma of the Lung 
First of a Series of Articles on Radiology 
By H. M. Edmison, M.D. 


While the primary object of this paper is the 
consideration of the radiological diagnosis of 
carcinoma of the lung, some of the other aspects 
of the disease must be discussed. As with malig- 
nant disease in any other part of the body, little 
is known of the etiology. When one considers the 
many theories, the basis of most is found to be 
chronic irritation or inflammation, resulting in 
injury to the bronchial mucosa. During the 
repair of injury the tissue is stimulated into 
activity with excessive regeneration and patho- 
logical growth. It also seems likely that all malig- 
nant tumors of the bronchus have their origin in 
the undifferentiated basal cells of the bronchial 
mucosa which undergo transformation into any 
of the cell types which are to be found. These 
tumors when classified with regard to their cellu- 
lar structures are: anaplastic, adenocarcinoma, and 
epidermoid carcinoma. The first of these is most 
common. 


In the majority of cases at least a portion of 
the tumor mass grows within the lumen of the 
bronchus, usually arising from the mucosa of one 
of the main bronchi or an immediate subdivision. 
The rate of growth varies considerably, de- 
pending on the cell type. Some grow rapidly 
with comparatively early signs and symptoms, 
while others remain quite small locally, so that 
their rresence may not be suspected until meta- 
static lesions have made their appearance. 


It is either the gradual enlargement of the 
tumor within the lumen of the bronchus or sten- 
osis resulting from infiltration of the wall and 
consequent interference with function of the affect- 
ed portion of the lung which result in many of 
the clinical manifestations of the disease. It is 
also these secondary changes which can be detect- 
ed by radiological examination rather than actual 
Visualization of the tumor. Less frequently the 
tumor may invade the parenchyma of the lung 
with little or no effect on the lumen of the 


bronchus. This is especially true if the lesion 
originates in one of the minor bronchi. When 
this occurs the tumor is directly responsible for 
radiological findings. 


Radiographic Appearances 

In considering radiological appearances of 
primary carcinoma of the lung we must under- 
stand the nature and course of the disease, for 
from the onset until the termination events are 
varied and depend on many factors, especially the 
site of the primary tumor, the rapidity of its 
growth, and the rate of local and metastatic spread. 

We should also remember that not only does 
the primary lesion in most cases remain com- 
paratively small, but it usually lies in a portion 
of the bronchus which is obscured by the shadow 
of other mediastinal structures, and therefore, 
we must depend upon indirect evidence. For this 
reason the disease is usually well advanced before 
a correct diagnosis is made. 

Let us consider a typical case where a carci- 
noma has begun to grow from the mucosa of the 
left or right main bronchus. Gradually the tumor 
increases in size and stenosis of the lumen occurs, 
until at length there is interference with normal 
function of the lung on the affected side. At first 
drainage of normal secretions is impaired, especial- 
lv in the base of the lung. This is frequently 
followed by infection, which may even result in 
bronchiectasis, especially if the tumor is slow 
growing. 

Atelectasis occurs when obstruction of the bron- 
chus becomes more complete. Air is prevented 
from entering the lung and absorption of alvoelar 
air takes place. It is then that the lung begins to 
diminish in size and becomes more dense and 
more opaque to X-rays. We can now see the 
reason for elevation of the diaphragm, displace- 
ment of heart and mediastinum toward the affect- 
ed side, and finally, retraction of the ribs. Bron- 
chiectasis, and frequently lung abscess may follow. 
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In fact, at any time throughout the course of the 
disease, infection may play a prominent role and 
obscure the primary cause until revealed at 
autopsy. Any case of atelectasis in adults, with 
the obvious exception of inhalation of foreign 
material, should therefore be viewed with sus- 
picion. 

Pleural effusion may also occur at any time 
throughout the course of the disease, which will 
probably obscure the underlying lung. This may 
result from actual invasion of the pleura, and 
in these cases the fluid is usually serous and 
blood-stained. If, however, the effusion results 
from infection, as it may do, then it will of 
course be purulent. The presence of fluid in the 
pleural space will affect the changes in pressure 
brought about by a collapsed portion of the lung, 
and the mediastinal structures, which would 
otherwise be displaced to the involved side, may 
be in their normal position. As the diseased part 
of the lung is frequently obscured the diagnosis 
is made even more difficult and pleural effusion 
may be the only definite finding. We should 
therefore strongly suspect the presence of malig- 
nancy in anyone of cancer age who develops 
pleural effusion when there is no other obvious 
cause. 

The same sequence of events may take place 
should the tumor arise in any one of the smaller 
bronchi, the changes being limited to the portion 
of the lung supplied by that bronchus. 

Unfortunately, the course of the disease is 
not always as typical as that which has been 
described. In a surprising number of cases the 


diagnosis remains obscure until biopsy of a sec- 
ondary lesion reveals the true nature of the con- 
dition. In these the difficulty lies in the fact 
that the primary growth may remain quite small, 
producing no symptoms or radiological findings 
until after metastatic lesions have made their 
appearance. Brain and bone tumors, enlarged 
cervical and supraclavicular glands are sometimes 
found to be secondary to a primary bronchogenic 
carcinoma, although chest symptoms may be 
absent and there are no definite radiological signs 
of the disease. Enlarged bronchial and mediastinal 
glands may also be secondary to a tumor origin- 
ating in the wall of the bronchus and, in the 
absence of other findings, the diagnosis is then 
easily confused with lymphoblastoma. We must 
therefore appreciate the difficulties of early diag- 
nosis and understand the limitations of chest films 
in demonstrating this condition while in its first 
stages. 

There are also less common forms of this con- 
dition in which the involvement of the bronchus 
is comparatively slight, and where even broncho- 
scopic appearances are atypical. In a similar cate- 
gory are the cases where the tumor originates in 
a terminal bronchus. In these, parenchymal in- 
filtration is the outstanding feature and atelec- 
tasis may not be associated. This will produce 
definite changes in the parenchyma of the lung 
which are visible on the X-ray film at a compara- 
tively early stage. These changes, however, may 
simulate other diseases of the lung, and pleural 
effusion often occurs early in the course of the 
disease, as they are usually closer to the periphery. 


Allergy 


By C. H. A. Walton, M.Sc., M.D. 


Herewith is the first of a series of articles on 
allergy. According to Warrick Thomas of the 
Cleveland Clinic “Statistical surveys show that 
approximately 60% of the population has either a 
major or minor allergy, and that of this group, 
approximately 10% seeks professional advice.” The 
study of allergy, then, is an important one. In sub- 
sequent issues Dr. Walton will cover the subject in 
the way best calculated to assist practitioners with 
their seasonal problems as well as with allergic dis- 
turbances that are not seasonal. J.C.H. 


* R 


Introduction 


Allergy is the term used to designate a con- 
stitutional diathesis in man, usually of a heredi- 
tary nature, characterized by hypersensitiveness 
which manifests itself by abnormal reactions of 
tissues to physical or chemical agents. These 
abnormal reactions produce such clinical states as 
hay fever, asthma, urticaria atopic dermatitis, etc. 


There is often some confusion in the terms allergy 
and anaphylaxis. The latter refers to a condition 
produced in man or animals more or less artifi- 
cially. It is an abnormal tissue reaction produced 
when a sensitizing substance is introduced into 
the tissues and followed by a subsequent shock- 
ing dose of the same antigen. That is the anaphy- 
lactic type of hypersensitiveness is acquired and 
it does not persist. Allergy is constitutional and 
spontaneous and persists for life. 

The word atopy was coined by Cooke to dis- 
tinguish this spontaneous and hereditary type in 
man from acquired hypersensitiveness. However, 
clinically allergy and atopy are really synonymous. 


Heredity 
Heredity is most important in allergy, and is 
demonstrable in well over half of the clinical cases 
seen. If it occurs in the paternal and maternal 
branches of the family, symptoms are apt to occur 
in the first five years of life, and usually before 
fifteen. If allergy exists only on one side of 
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the family, symptoms generally occur in the child 
later but before the age of twenty. With no known 
heredity, symptoms may occur in or after the 
third decade. Heredity is not specific, but is one 
of capacity only. It is probably a dominant Men- 
delian characteristic. 


Pathology 


The pathology of allergic reactions manifests 
itself in many ways. Those conditions which show 
a skin sensitizing antibody, notably hay fever, 
asthma, urticaria, etc., are characterized patholo- 
gically by oedema and hypercontractility of smooth 
muscle. This oedema is further characterized by 
the presence of large numbers of eosinophils. How- 
ever, allergy is a dynamic conception and there- 
fore structural changes only occur as a result of 
long-continued allergic reactions; for example, 
emphysema in asthma. Thus the sensitized tissue 
reacts immediately by oedema and smooth muscle 
contraction when exposed to the antigen, and com- 
pletely recovers when the antigen is removed. 

Clinical Problem 


The clinic problem in allergic diseases is to 


discover the agents to which the patient is reacting 
abnormally. Ideally treatment is designed to 
remove the patient from contact with the antigen. 
As this is not always practical, other measures of 
protection are necessary. 


Antigenic agents may reach the patient in sev- 
eral ways: by inhalation (inhalants), by ingestion 
(ingestants), by contact (contactants). The above 
are all environmental or extrinsic factors. The 
patient may also be allergic to factors developed 
within his own body, that is intrinsic factors. Most 
commonly intrinsic antigens are products of chronic 
bacterial infection. This may occur anywhere in 
the body, but the commonest site is in the upper 
respiratory tract. 


Clinically, allergic cases of the inhalant type 
are very numerous and important. Their chief 
manifestations are hay fever and asthma. A most 
important type of inhalant is pollen. As pollen- 
osis will become important in the coming summer 
months, it is proposed to discuss it in the next 
issue. 


Right Side Abdominal Pain—Appendicitis or ‘‘Bands” 


W. A. Bigelow, M.D. 


Reading the January issue of the Manitoba 
Medical Review, I became interested in the dis- 
cussion of “A Pathological Summary of Seventy- 
five Appendices”. 

I would suggest the possibility that in many 
of these patients on whom the diagnosis of appen- 
dicitis had been made the major symptom was 
right-handed abdominal pain. If so, then we must 
consider the caecal and ascending colon bands 
(about which I have written several reports) as 
one of the most common causes. of right-sided 
pain. We know that at least 90% of all cases of 
acute appendicitis start with the anatomical and 
legitimate pain localized and involving the auto- 
nomic nervous system. This pain, then, must be 
felt in mid-abdomen and epigastrium. We also 
know that these cases do not get the subsequent 
right-side pain until there is involvement of the 
parietal peritoneum, or of the peritoneum of the 
caecum and ascending colon, which is mainly sup- 
plied by the somatics. To prove this, over thirty 
years ago I removed several of the then so-called 
“chronic appendices” with novocaine, but, before 
injecting the appendiceal mesentery, I made trac- 
tion of the appendix and its mesentery with for- 
ceps. I found that this produced not right-sided 
pain, but, instead, attacks of cramp-like belly ache 
referred to mid-abdomen and epigastrium, which 
came on in 3 to 5 minutes. In none of these cases 
was there any right-sided pain. I then drew down 
on the caecum and ascending colon, taking hold 
of the presenting bands with forceps, and found 


that the slightest tension on these bands produced 
the right-sided pain previously complained of. 
This is simply what one would expect anatomically. 

I shall now make a short summary on this sub- 
ject of Bands as a common cause, I might almost 
say the commonest cause, of right-sided pain in 
the lower abdomen. 

Sommering in 1845, Virchow in 1853 and 
Treeves in 1885 wrote discussing the presence, and 
pathological anatomy, of the congenital membranes 
and Bands of the caecum and ascending colon. In 
1898 Riedel, in four papers, reported cases of 
Chronic Appendix associated with colon mem- 
branes and Bands in which right-sided pain was 
manifest and that the removal of the appendix 
left the symptom of right-sided pain still persist- 
ing after operation. 

Again, a German by name of Wilms, in 1908, 
called attention to the futility of removing the 
appendix when congenital membranes were pres- 
ent over the ascending colon, and for that reason 
advised leaving it alone. 

Now, in order to find out the real results of 
the operation for removing these Bands as a cure 
for this right-sided pain, I have personally sent 
out several “Call-In” reports to ascertain the results 
of this operation done here by the different mem- 
bers of this Clinic since 1915, and by myself, and 
previous to 1915 back to the first operation done 
in 1909. My first “Call-in” report of these cases 
was in 1922. At that time 83 patients responded. 
Dr. Pierce, our pathologist, made sections of many 
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of these appendices removed during the Band 
operation and his reports showed no evidence of 
disease of the appendix. 

In 1930 I issued a “Call-In” report on results of 
operation for removal of “Bands” and appendix. 
In 10 percent of these the appendix had been re- 
moved previously. I had replies from 520, of 
whom 489, or 94%, said that they had no further 
right-sided pain as complained of previously. 

Again, in 1938 in order to find out definitely 
the real results of this operation), we sent out a 
“Call-In” report to 169 people on whom an appen- 
dectomy had previously been done and who still 
suffered from the same pain after the appendec- 
tomy. Replies came from 147 patients and, of 
these, 92 percent said they were completely cured 
of their persisting pain. The percentage of cures 
was really higher than 92 percent, because four 
patients came back, as requested, for further inter- 
rogation, and it was found that none of these four 
had had the same pain recurring. Two of them 
had had post-operative peritonitis causing ad- 
hesions. These were operated on and cured. The 
other two had neuralgia. 


I have now a “Call-In” report ready for pub- 
lication of 260 cases suffering from right-sided 
abdominal pain, on whom a previous appendec- 
tomy had been done to cure it. Of these, 93 per- 
cent report cure. We have had failures and these 
have been in cases where other abdominal work 
had been done at the same time. This, we believe, 
is rarely the right thing to do. Also in a few of 
these cases there developed a post-operative right- 


* 


Medical Events for April 


Hospital Luncheons 


Thurs., 5th, 12:30, Winnipeg General Hospital. 
Tues., 3rd, 12:30, Grace Hospital. 

Tues., 3rd, 12:30, Misericordia Hospital. 
Thurs., 12th, 12:30, St. Boniface, Hospital. 
Thurs., 19th, 12:30, Winnipeg General Hospital. 
Thurs., 26th, 12:30, St. Boniface Hospital. 
Friday, 27th, Victoria Hospital. 

Tues., 24th, 12:30, St. Joseph’s Hospital. 


Tumour Clinics 


Winnipeg General Hospital, every Wednesday at 
9:00 a.m. 


St. Boniface Hospital, every Friday at 10 a.m. 


Winnipeg Medical Society 
Friday, 20th, 8:15 p.m., Medical College. 


sided peritonitis with its subsequent adhesions. 
These complications, we believe, were caused by 
letting the patient up and about too soon. 

The presence of these Bands can be demon- 
strated by the fluoroscope during a Barium Enema, 
but not by films. 

The pain can nearly always be produced by 
the following maneuver. The patient lies extend- 
ed upon the left side with the right arm lying 
above the head. The examiner stands at or below 
the patient’s hips and with his right hand seeks to 
drag downwards and inwards the caecum and 
ascending colon. If the abdominal wall is well- 
relaxed and “bands” are present, the right-sided 
pain can be readily produced. 


People with Bands also develop attacks of 
acute perityphlitis with temperatur: and caecal 
distention, with pain and soreness in right side 
with this one diagnostic characteristic—the pain 
started on the right side and not as a general 
abdominal pain. During the first three years of 
this war, Dr. Cromarty had a large number of 
cases sent in from the camps with a preliminary 
diagnosis of acute appendicitis. We waited until 
the perityphlitis subsided and then operated upon 
the “bands”. In many no sign of a pathological 
appendix could be found. 

In conclusion, I would suggest that, if the 
presence of these bands (not adhesions, as they 
are sometimes wrongly called) be carefully con- 
sidered in the differential diagnosis, then we will 
reduce the percentage of undiagnosed cases and 
have fewer appendectomies. 


* 


Obituary 


Dr. E. C. Barnes 


Dr. E. C. Barnes, for over twenty-three years 
medical superintendent of Selkirk Mental Hos- 
pital, died suddenly at his residence in Victoria, 
B.C., on February 19. Born in Forrest, Ont., 66 
years ago, he received his education at London, 


Ont., graduating from Western University. After 
practising in Ontario for three years he became 
assistant superintendent of Homewood Sanator- 
ium, Guelph. In 1920 he took up his duties at 
Selkirk. One of his first efforts was to inaugurate 
a training school for nurses. In 1931-32 he was 
vice-president of Manitoba Medical Association, 
and for many years was a frequent attendant 
of the meetings of the Winnipeg Medical Society. 
He retired from his duties in Selkirk Mental 
Hospital in 1943 to reside on the Pacific coast. 
He is survived by his widow. 


— 
* 
= 
| 


April, 1945] The Manitoba Medical Review 151 


The sterile culture medion is inoculated with a suspen- Section of one of the incubator rooms in which the 
sion of Penicillium notatum spores by one of the Ayerst culture bottles, following inoculation, are placed and 
technicians. remain 7 days. 
| 

Bottles ready for “harvesting” showing the — — bottle washing and refilling with culture 
looking mould tholes or “mat”. medium are done mechanically on this conveyor system. 

r 

le 

t After sterilization by filtration, testing and standardizo- Following complete retesting for potency, sterility and 


tion, the Sodium Penicillin solution Is then filled into moisture — Ayerst Penicillin is packaged and 


sterile bottles. teleased for sale. 
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SCABANCA LOTION 


AROMATIC - 


NON STAINING - GREASLESS 


During the past seven years Scabanca Lotion has been used 
successfully as the MODERN treatment of scabies. Several 
hundred thousand cases have been treated. Clinical data has 
shown that in most instances a SINGLE TREATMENT has 
completely eradicated both acarus and nit. This Benzyl 
Benzoate Lotion is used extensively in the armed forces, public 
health clinics and in general practice, with consistently excellent 
results. 


dispenser. 


FOR COMPLETE 
TREATMENT 


Adult requires 5 to 6 fl. oz. 
Child requires 2 to 3 fl. oz. See 
<— our Catalogue, Page 33. 


Facsimile of direction labels — 
Supplied with Scabanca for the 
convenience of the busy ——»> 


Please write us for complete 
treatment clinical package. 
It is complimentary. 


A 30-MINUTE AMBULATORY 
TREATMENT FOR SCABIES! 


NON-SULPHUROUS 


“It very seldom gives rise to any dermatitis or irritation of 
the skin, and even cases pyogenically infected, and very young 
children, can be treated without any serious after-effects . . . ” 
(Kissmeyer, The Lancet, Jan. 2, 1937). “Of some 400 cases 
(school children) treated, not more than 12 have had the treat- 
ment repeated. . . . In no case have we had any dermatitis 
following this treatment.” (D. V. Currey, Can. Journal of Public 


Health, June, 1939). 


LIMITED 


SHA WA 


CANADA 


MANUFACTURERS OF FINE PHARMACEUTICALS 
Western Depot—236 Edmonton St., Winnipeg 
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Clinical Luncheon Reports 


St. Boniface Hospital 


Injuries to the Parturient Canal 
Dr. H. Guyot 


Dr. Guyot discussed the injuries sustained 
during delivery. He dwelt especially upon lacera- 
tions of the perineum and illustrated his remarks 
by means of slides. He also told how many in- 
juries could be lessened with care. 

Episiotomy 

In the second part of his presentation Dr. Guyot 
spoke on episiotomy as a means of protecting a 
threatened perineum. This 200-year-old operation 
has become increasingly popular during the last 
decade or so. Dr. Guyot described the technique 
and gave the indications—a rigid perineum, lesion 
of the vulva, large head, when rapid delivery is 
required or when a tear is unavoidable. The repair 
of the episiotomy was described and also illus- 
trated by means of a moving picture in color. 
We cannot do justice to either of these subjects 
in a brief note, as the presentation was chiefly 
pictorial. 


St. Joseph’s Hospital 
Hypernephroma—Dr. A. Guttman 


A woman, age 59, complained of having had 
pain in the left shoulder joint for the past six 
months, due, she thought, to having caught cold 
while hanging clothes outdoors. The pain bother- 
ed her every day and seemed to be getting worse. 
She could not sleep at night. She was unable 
to work with the left hand, pain was aggravated 
on abduction of the arm. The last month she 
developed pain in the right shoulder, although 
the movements of the right arm were not affected. 


In July, 1938, she was operated on for hyper- 
nephroma and had a course of deep X-ray therapy 
following the nephrectomy. 


On examination the left shoulder joint appear- 
ed normal. There was definite tenderness along 
the left trapezius muscle. There was a mass four 
inches in diameter over the posterior aspect of 
the inferior angle of the left scapula. The mass 
was not adherent outside of the scapula and felt 
soft and tender. A Wasserman was not obtained. 
Blood calcium 11.3 mgm. per 100 cc. of blood. 
Dr. R. A. Macpherson gave the following report 
of the X-ray of the left shoulder: “There is a 
destructive lesion with slight amount of new bone 
formation involving the lower end of the scapula. 
The cortical bone is broken down, which would 
indicate that it is not a benign lesion. There is 
some osteoporosis of the upper end of the humerus, 
and the upper left ribs seen in these films are 
normal. Further investigation may be necessary 


to determine whether this is a single lesion or 
not. If a primary bone tumor, osteogenic sarcoma, 
or single myeloma would be the first consideration. 
However, the possibility of metastasis must be 
kept in mind.” 

Aspiration biopsy: “Smear shows blood clot and 
a few cells, but not enough for diagnosis.” On 
the basis of history and X-ray findings a diagnosis 
of hypernephroma was made. 

Hypernephroma is a rare tumor. Wright re- 
ports that during a period of 15 years and in 
10,500 cases seen at the London Cancer Hospital 
there were only six hypernephromata. It so hap- 
pens that there are three cases in our local hos- 
pitals at this moment. Hypernephroma is the most 
frequent of kidney tumors. It occurs chiefly in 
middle and later life. It metastasises to the lungs 
and especially to the bones, where the secondaries 
may be single or multiple, and these may be the 
first evidences of the growth. Solitary meta- 
stases are not infrequently misdiagnosed as prim- 
ary bone tumors, because there are no radio- 
graphic features peculiar to hypernephroma. 
Metastasis is by way of the blood vessels, and 
there is a tendency for the tumor to grow in 
the renal veins and in the inferior cava. 

The principal sign of hypernephroma is haem- 
aturia, which may be slight or profuse, intermit- 
tent or constant. Pain when it occurs is lumbar 
in site and vague and indefinite in character. 
Renal colic is rare. The tumour may or may 
not be felt. Fever is a striking feature. In active 
growths it may reach 103 and may be the only 
symptom. If the other kidney is functioning 
and there are no obvious secondaries the growth 
should be removed. A solitary metastasis also 
should be removed if possible. For cases with 
multiple metastases and cachexia there is no 
active treatment. 

A word on pathology may not be out of place. 
Hypernephroma is a tumor of adrenal tissue 
usually occurring in the kidney and arising, it is 
thought, from adrenal rests. Boyd regards hyper- 
nephromata as renal cancers which show little 
evidence of malignancy for long periods but may 
at any time become actively malignant, and give 
rise to widespread metastases. When metastasis 
occurs it is chiefly to the lungs and the long 
bones. Spontaneous fracture may be the first 
sign of bone involvement. 

Discussion, Dr. O. C. Trainor: Kidney carci- 
noma gives secondaries in the lungs. If the tumour 
breaks through its capsule then prognosis is bad. 

Dr. R. A. Macpherson: Kidney tumours are 
radiosensitive; hypernephroma are less radio- 
sensitive. In inoperable cases X-ray therapy is 
worthwhile; it may turn an inoperable case into 
an operative one. Metastases in the chest respond 
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well to radiation. In a case with metastasis after 
nephrectomy the secondary disappeared after 
radiation, and the patient is alive and well at 
present. Kidney tumours give rise to secondar- 
ies in the chest rather than in the bones. This 
raises the question of classification. True hyper- 
nephroma is really a rare tumour; carcinoma of 
the kidney is more common. At present there is 
another case of hypernephroma with secondaries 
in the scapula under treatment at the General 
Hospital. Dr. J. J. Lander quoted a case where 
the lesion in the lung disappeared after neph- 
rectomy. 

Dr. A. C. Abbott discussed the differential 
diagnosis of hypernephroma and kidney tumours 
by radiography. Usually kidney tumours are 
large. The largest unilateral tumour is usually 
hypernephroma. If the tumour is bilateral it is 
a polycystic kidney. Tuberculosis has to be con- 
sidered in the differential diagnosis. “Cannon 
balls” in the lungs are suggestive of hyperneph- 
roma. In cystic kidney there are characteristic 
huge filling defects and dragging out of the minor 
calyces. Wherever there is a “hooking”, “tailing 
effect” of minor calyces, kidney tumour should be 
suspected. On the other hand, there can be a 
fairly large tumour with the calyces appearing 
normal radiographically. One has to keep in 
mind a filling defect due to hemorrhage. 

Inhalation Burns—Dr. Wiebe 

Dr. J. H. Wiebe presented a case of a man, 
age 73, who was admitted to the hospital by 
ambulance. The man received inhalation burns 
of respiratory tract due to fire. The patient had 
labored breathing and was complaining of pain 
and a burning sensation in the throat. He had 
a very irritating cough with copious secretion. 
Respiration 20, pulse 90, feeble, B.P. 160/100, 
urinalysis normal, R.B.C. 5,200,000, haemoglobin 
96%; sputum, negative. X-ray of the chest was 
negative. Oxygen was given by nasal catheter, 
and morphine gr. %4, atrophine gr. 1/150 was given 
hypodermically. He was also given 50 cc. 25% 
glucose intravenously, repeated three hours later. 
Eight days later the patient was discharged, feel- 
ing well. —A. L. S. 


Victoria Hospital 
Tuberculous Lymphadenitis—Dr. Walter Tisdale 


The First Case 


A man aged 50 with a negative past history 
had a tooth extracted. Three months following 
extraction he developed a swelling in the neck 
about the size of a wild plum. There was no 
redness or softening. X-ray showed bone defect. 
The gland was excised and the pathological 
report showed tuberculous lymphadenitis. 


The Second Case 


Boy, nine years old, had a carious tooth 
involving the mandible. A pea-sized lump was 
present in the neck, gradually enlarging to the 
size of a plum. There was moderate fluctuation 
in the mass and it became painful. The gland 
was removed and the pathological report was 
tuberculous lymphadenitis. 

In the past, tuberculous lymphadenitis was 
relatively common. Due to better nutrition, im- 
proved veterinary services, etc., this condition 
is rarely encountered now. The diagnosis of 
tuberculous lymphadenitis is often difficult. If 
there is an enlargement in the region of a gland, 
a decision as to whether the enlargement is a 
gland or not has to be made. If it is a gland the 
question arises as to whether it is tuberculous 
or not. If the mass is large and soft, waiting for 
developments may help in the diagnosis. In a 
tuberculous condition the mass will remain the 
same or disappear. If malignant, the condition will 
progress. If the mass is hard, it is difficult to 
decide on the time for intervention, especially if 
it is thought to be tubercular. If the hard mass 
is due to a tuberculous gland the following events 
may take place: 1. The enlargement may recede. 
2. Caeseation may develop and resemble malig- 
nancy. In the latter the capsule may break and 
spread to other glands, or break and discharge 
through the skin. 3. Calcification may develop. 


Treatment 

When glands become palpable treatment should 
be instituted. Medical treatment: 1, Rest. 2, 
Good hygiene. 3, Good diet. When caeseation 
occurs calcification may cure the condition. Sur- 
gical treatment in the past consisted of mass 
disection of glands with mutilation of patient. In 
treating these cases one must decide on radical 
or conservative treatment. Most men favor con- 
servative treatment. On the other hand if one 
waits too long the capsule may break. Dr. Leder- 
man mentioned that in a recent series of cases 
reported, 25% of cases of cervical adenitis were 
due to Bovine tuberculosis. Some were associated 
with a break in the mucosa of the mouth. 


Subacute Bacterial Endocarditis — Dr. A. W. Hogg 

A woman, age 28, was admitted to the hospital 
on October 13, 1944, complaining of weakness and 
swelling of the left leg and both feet. In 1928 she 
had scarlet fever followed by acute rheumatic fever 
and was in bed for two years. There had been 
several recurrences of acute rheumatic fever since. 
Her tonsils were removed in 1928, and her appendix 
in 1942. In July, 1944, after having some teeth 
extracted, she felt ill and since then has had fever 
and afternoon chills once a week. In October she 
had the appearance of fairly good health but there 
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was marked pallor of the skin. Her pulse was 120, 
her blood pressure 120/80 and her temperature was 
of the swinging type, rising to 102 in the evening 
and falling to 99 in the morning. There were loud 
systolic murmurs in the apical, pulmonary and 
aortic areas. The spleen was enlarged. There were 
petechiae on the conjunctiva and skin of the abdo- 
men. Urinalysis showed 100 red blood cells to the 
high power field. Blood examination, Hemoglobin, 
51%; Red blood cells, 3,128,000; White blood cells, 
8,385; Polymorphs, 60%; Lymphocytes, 21%; Neu- 
trophiles, 8%; Eosinophiles, 2%; Monocytes, 2%; 
undetermined, 1%. X-ray of the chest showed a 
slight irregularity of the left diaphragm and slight 
changes in the left costo-phrenic angle suggesting 
some pleurisy. There was generalized enlargement 
of the heart, the transverse diameter being 16.5 cm. 
as compared to 28 cm. for the chest. 

Beginning on November 24th, 10,000 units of 
penicillin were given intramuscularly every two 
hours for five days together with sulfadiazine gr.xv 
every four hours; this treatment was stopped 
November 30th for lack of penicillin. On Decem- 
ber 2nd penicillin 10,000 units every two hours to- 
gether with sulfadiazine gr.xv every four hours 
was started again and continued till December 16th. 
During the period between December 6th and 
22nd the temperature was normal, the patient felt 
well and the heart murmurs became less intense. 
She seemed to be recovering but six days after 
treatment was discontinued, the temperature again 
became septic in type, signs of embolism reappear- 
ed, the anemia became more severe and the patient 
became worse. She died on March lst from con- 
gestive heart failure. 


Discussion by Dr. A. L.. Shubin 


Certain individuals are prone to subacute endo- 
carditis. These usually have had a heart murmur 
for years and have enjoyed comparatively good 
health. It is rare in patients who have had chronic 
persistent auricular fibrillation, congestive heart 
failure or hypertension, but twenty to twenty-five 
percent of the cases with rheumatic valvulitis or 
with congenital defects succumb to subacute bac- 
terial endocarditis. 

Usually the condition is due to streptococcus 
viridans and the infection is initiated by a simple 
cold, sore throat, extraction of tooth or following 
tonsillectomy, local septic infection, post partum or 
postoperative. The onset is gradual, grippe like, 
and may resemble typhoid fever with malaise, 
anorexia, sweats and chills and gradually develop- 
ing loss of strength and weight. The fever is of the 
swinging type 98—99 in the morning and 100—103 
in the evening. The clinical findings are chiefly the 
result of emboli from the heart valves and include 
petechiae, splenic enlargement, red blood cells in 
the urine, clubbing of the fingers and painful finger 
tips. A positive blood culture is very important and 


cultures should be taken on three successive days, 
usually during the phase of low body temperature 
just prior to the anticipated rise. The petechiae are 
small oval hemorrhagic areas 4% mm. in diameter 
with a grey or white centre. They are commonly 
found in the conjunctival sac, the mucous mem- 
brane of the mouth or on each side of the neck, 
but may occur anywhere over the body. 


The course is a downhill one. It may be altered 
by a peculiar accident, rupture of a valve, rupture 
of the interventricular septum or by a gross cere- 
bral embolus, or embolus into the coronary arter. 
Ordinarily the course is slow, wasting and anemia 
increase, heart failure supervenes or glomerular 
nephritis with uremic manifestations brings about 
the end. In the differential diagnosis tuberculosis 
may be suspected because of fever and sweat; 
typhoid because of spots on the skin and an en- 
larged spleen, and rheumatic fever because of a 
heart murmur, fever, and vague pains. One of the 
stronger points against the diagnosis of subacute 
bacterial endocarditis ‘is the absence of a heart 
murmur. In rheumatic fever the heart rate is apt 
to be more rapid in relation to the degree of fever 
than in the bacterial infection. Anemia is more 
marked, leucoytosis may be absent and salicylates 
do not alter the picture in subacute bacterial endo- 
carditis. Pancarditis, arrythmias and alteration in 
the E.K.G. are common in rheumatic and rare in 
bacterial infections. In eighty to ninety percent of 
rheumatic fever cases dead cultures of streptococ- 
cus hemolyticus or streptococcus viridans or the 
split protein products of these germs when injected 
intracutaneously will give a positive reaction in 
twenty-four hours. In subacute bacterial endocar- 
ditis such tests are negative. Fifty percent of nor- 
mal individuals and 10% of rheumatic cases are 
also negative. Emboli and positive blood cultures 
are good evidence of subacute bacterial endocar- 
ditis. The co-existence of acute rheumatic fever and 
subacute bacterial endocarditis has been diagnosed 
clinically and confirmed at autopsy. 


Treatment 


Sulfonamide therapy is good as a prophylactic 
measure before, during and after dental extraction 
and following tonsillectomy in patients known to 
have valvular defects or congenital heart lesions; a 
transient bacteremia occurs after such surgical pro- 
cedures and the prompt destruction of the micro- 
organism in the blood stream will prevent the 
development of subacute bacterial endocarditis. 
Sulfadiazine with an equal amount of sodium 
bicarbonate is given approximately 10 hours before 
the planned operation with an initial dose of two 
grams by mouth, followed by four one-gram doses 
at intervals of four hours. The sulfonamide com- 
pounds are at times capable of causing the destruc- 
tion of the micro-organisms in the peripheral blood. 
The action is bacteriostatic rather than bactericidal, 
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thus blood cultures may be sterile for several 
weeks, only to have the bacteremia return with 
renewed vigor when the drug action has passed off. 
The sulpha drugs cannot reach or desiroy the 
micro-organisms resident in the cardiac vegeta- 
tions. 

The combined use of the sulfonamide com- 
pounds and anticoagulants such as heparin and 
dicumarin has not proved encouraging. Their use 
in hazardous. Hyperthermia produced by intra- 
venous injection of typhoid vaccine alone or com- 
bined with sulfonamides has been unsuccessful. 
The most valuable addition to therapy is penicillin. 
In the Lancet, March 27, 1943, Florey reported the 
first case treated by penicillin. There was marked 
clinical improvement during the time of adminis- 
tration, but the end result was bad. Keefer in the 
J. A.M. A., August 28, 1943, gave a very discourag- 
ing report. On the basis of that report, the com- 
mittee on penicillin opposed its use in cases of sub- 
acute bacterial endocarditis. Dawson, February 1, 
1944, reported that there was a definite improve- 
ment in several of his cases and in one there ap- 
peared to be a definite arrest. Lowe in the J. A. M. 
A., January 15, 1944, reported the results of treat- 
ment of cases with penicillin and heparin com- 
bined, in which there were seven consecutive suc- 
cessfully treated patients. MacNeal reported the 
apparent complete success in one case and in sev- 
eral others treatment was progressing very satis- 
factorily. There are conflicting opinions concerning 
the use of heparin with penicillin. 


There is evidence that penicillin is bactericidal 
as well as bacteriostatic. It has been shown, how- 
ever, that the drug fails to sterilize cultures com- 
pletely, and that one to four percent of the or- 
ganisms survive, hence the combined use of peni- 
cillin and sulfa may give better results. At Peter 
Bent Brigham Hospital, Levine uses the following 
method: The bacteria are tested for strain and peni- 
cillin susceptibility in vitro. If the organism is 
susceptible to pencillin then 30,000 units of peni- 
cillin in 5% glucose is given every two hours, intra- 
venously, intramuscularly or subcutaneously. In- 
travenous and intramuscular injections are prefer- 
able. Sulfadiazine or sulfamerazine 6-9 gm. per day 
with 12-15 gms. of soda bicarbonate is given at the 
same time. When blood cultures are taken during 
treatment, clarase is added to the culture to elim- 
inate the local bactericidal effect of penicillin. This 
treatment is not stopped until the blood culture is 
negative and temperature, pulse rate and sedi- 
mentation rate are normal. It takes about 400,000 
units of penicillin daily for two weeks to get the 
desired result. Whole blood in small quantities is 
given so that the blood count is kept at the normal 
level or as near to it as possible. The immediate 
results at Peter Bent Brigham Hospital were very 
good.—A.L.S. 


Winnipeg General Hospital 


Dr. F. G. McGuinness, the new chairman of the 
Honourary Attending Staff, welcomed the follow- 
ing: Col. Harry Lewis, Col. Edwards, O.C. of Fort 
Osborne Hospital, Major George Ferguson (on 
leave) and Capt. Don Hastings. All these gentlemen 
are R.C.A.M.C 

Stevens-Johnson Disease — Major Harry Medovy 

Major Medovy has had seven cases and he re- 
ported two in detail: Sudden onset, chills, fever, 
sore mouth, reddish-brown rash appears in two to 
three days; this rash may be macular, vescical or 
papular. All mucous membrances may be involved, 
including the mouth, rectum, conjunctiva and geni- 
talia. Apparently this so-called disease has been 
described by Osler and by a number of other 
writers—may be called dermato-stomatitis, Basay’s 
syndrome, etc. There is no constant pathogen. 
Patients are very sick, run a fever for ten days, 
leucocytes run from 10,000 to 14,000. The sulfa 
drugs have apparently no effect; not sufficient Peni- 
cillin has been used to evaluate its work. Good 
nursing care, use of oxygen and blood transfusions 
is the best known method of treatment. 

Case History: Soldier, aged 19, underweight, 
sore throat, fever, malaise. The provisional diag- 
nosis was Vincent’s Angina. (Vincent’s Angina is 
usually confused with Stevens-Johnson Disease). 
The mouth was covered with bullae; there were 
also lesions in the eye, body and genitalia. He was 
given 500 c.c’s. of blood. An X-ray of the chest 
the day after transfusion showed basal lesions in 
both lungs. Another transfusion was given and a 
variety of streptococcus was found in the blood of 
the patient. The patient was given Penicillin, 
100,000 units daily for a week—good recovery. 

Second Case: Mild one, with a relapse in a 
month’s time; symptoms were greatly increased. 
This second attack the patient was given oxygen 
and blood transfusions, with good result. 

Discussion: Dr. A. R. Birt mentioned that Rendu, 
a French military surgeon, described this condi- 
tion, Stevens-Johnson Disease, in 1902 and called it 
erythema multiformae. Dr. Birt cautioned to watch 
out for drug rash, especially phenolphthalein; it 
might be confused with Stevens-Johnson Disease. 

Dr. C. H. A. Walton gave a report of nine cases 
overseas. He mentioned the fact that he looked 
through the literature and had difficulty in placing 
the symptoms under any known disease. They 
started off with a provisional diagnosis of pneumo- 
coccal stomatitis. Dr. H. M. Speechly brought up 
the auestion of confusing it with scurvy. Both Dr. 
Walton and Major Medovy said that this factor had 
been taken into account and the patients were get- 
ting adequate diets for the rrevention of scurvy. 

Stevens-Johnson Disease takes its name from 
two pediatricians in New York who described this 
condition in 1922. 
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Pancreatico-Duodenectomy 
Dr. P. H. Thorlakson, Dr. Frank D. White 


Dr. Thorlakson showed a patient with a fistula 
from the pancreas which secretes as high as 1,800 
c.c’s of fluid in 24 hours. Dr. Thorlakson discussed 
the value of one or two stage operation; he favors 
the one stage. He thinks that these patients should 
be operated on early, that is as soon as a diagnosis 
can be made, and stressed the necessity of using 
silk sutures so that the pancreatic secretion will not 
dissolve the cat-gut. Dr. Thorlakson also discussed 
slightly the significance of jaundice in pancreatic 
disease. 

Dr. Frank White presented the biochemistry of 
pancreatic secretion. In the analysis there was 
amylase plus lipase with trypsin doubtful. Dr. 
White showed a graph of the 24-hour intake of the 
patient with the pancreatic drainage of a like 
period. He quoted from literature twelve cases of 
pancreatic fistula; five followed drainage of pan- 
creatic cysts, four followed surgery, and three were 
traumatic. Dr. White gave details of the essential 
fluid balance, electrolytes and sodium ions. With 
the loss of 1,800 c.c’s of fluid daily from a pancreatic 
fistula one can readily see the loss of sodium ions, 
electrolytes and body protein. It has been shown 
that if a patient gets sufficient sodium ions, plasma 
protein and electrolytes over a considerable period 
of time these fistulae may heal spontaneously. 

Case: Mrs. P. S. Aged 42. Admitted December 
2, 1944. 

Entrance Complaints: Jaundice since August 16, 
1944. Itchiness. Loss of weight—28 lbs. Soreness in 
epigastrium. Clay colored stool. 

Physical Examination: Patient deeply jaundiced. 
Abdomen—slight tenderness in L. U. Q.. Liver not 
enlarged. Gall bladder not palpable. Temperature 
104. Pulse 80-90. 


Tests 

Urine—negative, except for bile. Blood Count: 
R. B. C.—3,730,000. Leucocytes—13,000. Icterus 
Index —#2. Duodenal Drainage — Culture: Gall 
bladder and liver—negative. Duodenum—Haemo- 
lytic Streptococcus. Blood Culture—negative. Stool 
—negative for bile. 

Pre-operative Diagnosis: Obstructive Jaundice 
with Cholangitis. 

Operation December 12, 1944: Cholecystostomy. 
Large gall bladder and common duct. Tumour in 
second portion of duodenum. No stones. 

Cultures of bile: Haemolytic streptococcus. 
Icterus Index—20. Penicillin given—510,000 units. 

Operation January 3, 1945: Pancreatico-duoden- 
ectomy for carcinoma ampulla of Vater. 


Laboratory Work 
Plasma chlorides—61 gms. per 100 c.c’s. Plasma 
proteins—normal. Faeces—Water 67%. Fat 41% 
dry weight. (Normal 25.) 


Microscopic examination of specimen: Papillary 
adenocarcinoma of duodenal or duct origin — 
grade 2. 


A Case of Subacute Bacterial Endocarditis on 
Treatment With Penicillin, Administered by the 
Intramuscular Drip Method 


Dr. F. G. Allison 


Dr. Ailison presented a young man, aged 19, 
who had had rheumatic fever in childhood. He 
was to have a tooth extraction about a year ago, 
and being cognizant of the danger of infection, 
received local treatment to his mouth and sulpha- 
pyridine intravenously before the extraction. For 
ten days he was running a temperature and suffer- 
ing general malaise. Blood culture taken at this 
time was positive in 48 hours. He was given 
heparin and penicillin as described in C.M.A.J. 
January, 1944, receiving 100,000 units of penicillin 
for 18 days. Although blood culture was negative 
his temperature remained elevated—101° all the 
time. Because of cost, difficulty in obtaining, and 
lack of apparent improvement, this was discon- 
tinued and he was given sulphadiazine and Dicu- 
meron. Temperature fell to 100°—99.4°, and was 
normal in ten days. He was discharged from hos- 
pital and in a short time was back at his office 
work. 


In January, 1945, his haemoglobin was 56% 
((previous 96%), in spite of iron medication, and 
he complained of abdominal pain, vomiting and 
temperature. Temporary diagnosis of mesenteric 
thrombosis was made, and he made a good recov- 
ery. He was seen again on February 17th; tem- 
perature was 101° and he was a toxic, sick man. 
Blood culture was positive again. He was started 
on penicillin by the continuous intramuscular drip 
method, this time according to apparatus and 
method in Lancet, October, 1944. His temperature 
has gradually fallen to normal and blood culture 
is negative. Yesterday he had pain in the palm 
of his right hand; today there is a blueness— 
evidently a small embolus. So far it is too early 
to be sure, but he is definitely improved. 


The speaker has seen six cases of subacute 
bacterial endocarditis follow tooth extraction in 
the past three years. Blood cultures have been 
found to be positive in 10 minutes following ex- 
traction—so in congenital or acquired new disease, 
watch out for trouble and take energetic steps to 
avoid it, such as: 

(1) Local treatment to mouth and tooth for one 
week previous to extraction. 

(2) Paint gums and surrounding tissue with 
iodine. 

(3) Give 40,000 units of penicillin half an hour 
before extraction and 100,000 units every hour for 
three or four hours after extraction. 
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The advantage of the continuous intramuscular 
drip method are: 

(1) Maintains continuous presence and even 
level of penicillin in blood at all times. 


(2) Less painful to patient . 
(3) Nursing care considerably lessened. 


An interesting discussion followed, Dr. Bell and 
Dr. Hunter giving their comments. 


A Suggested New Design for the Intramuscular 
Drip Apparatus 
Dr. Harold Rice 


Dr. Rice presented in his own inimitable way 
a new apparatus of his own design for the con- 
tinuous administration of intramuscular penicillin 
which would be: 

(1) Accurate. 

(2) Easy to sterilize. 

(3) Lessen nursing care and interne attention. 

(4) Would not depend on gravity and air in- 
flow. 


The apparatus was enthusiastically received and 
created much interest. 


A Case of Pseudomyxoma Peritanei 
By Brian D. Best, M.D. 


Mayo’s report thirty cases in 18 years. 
Pittsburg reports three cases in 20 years. 


It is characterized by pseudomucinous material 
in the abdominal cavity. This material re-accu- 
mulates and the patient dies a slow death from 
either exhaustion, intestinal obstruction or infec- 
tion. 


It was first described by Werth in 1884, and 
it is on record that a surgeon in twelve operations 
removed 350 pounds of this pseudomucinous mater- 
ial, and the patient lived to an age of 75 years. 
The material arises from a leakage or rupture of 
a pseudomucinous cyst of the ovary or appendix. 
The detection of palisade cells is characteristic of 
this condition. 


Case History 


Mrs. B., aged 59, married, with six children, 
had loss of weight and precordial pain, both of 
six months’ duration; no symptoms pertaining to 
the abdomen. Blood pressure was 135/95. There 
was a mass the size of a grapefruit in the lower 
abdominal quadrant. On bimanual vaginal exam- 
ination there was a delayed pressure transmission; 
Dr. Best stresses this sign in pelvic examination. 
Blood examination was normal. Sedimentation 
rate was 62 mms. normal 5-10 mms. in one hour). 


On February 2, 1945, the patient’s abdomen was 
opened: Glairy, viscid, jelly-like matter filled the 


peritoneal cavity. There was a mass the size of 
a grapefruit on the left ovary and a cystic mass 
the size of a golf ball on the right ovary. The 
visceral peritoneum was reddened and implant- 
ed on it were bladder or tapioca-like implants. 
The abdomen was closed with no drain. Those 
taking part in the discussion were Drs. Dingle, 
Nicholson, Burrell and MacCharles. 


Review of Sarcomas Presented at Tumour Clinic 
(Excluding Lymphomas) 
Dr. D. W. Penner and Dr. M. Kiernan 
Seventy-Four Cases of Sarcoma from the Tumour Clinic 
Records of the Winnipeg General Hospital 


Neuro- Osteogenic Muscle Fibro- 
sarcoma sarcoma sarcoma sarcoma 


Number of cases... 10 24 11 26 
5 year survival | _.. 3 6 2 4 
Favorable for 
radical surgery -........ 6 12 wee 16 
Average age -_. 42.7 yrs. 35 yrs. 46.5 yrs. 35 yrs. 
History of trauma _. 3 10 1 6 
Site of Tumour: 
= 4 7 
8 
3 
2 
Breast 2 
Others = 10 3 12 
7 10 8 13 


Four per cent. of the patients attending the 
Tumour Clinic were sarcomas. Radiation treat- 
ment appears unsatisfactory. More and earlier 
results with radical surgery have not been com- 
pletely evaluated. A man from New York has 
said that early amputation has not been completely 
justified; he advocates extensive radiation with 
local excision. An intelligent biopsy is well worth 
the added risk. Foote of the Memorial Hospital 
suggests radiation is not satisfactory and radical 
surgery probably offers the best hope of five-year 
cures. Coley in an article on sarcomas suggests 
that sarcomas in the phalanges of the toes does 
not need so radical treatment as long bones. 


DOCTORS’ and NURSES’ DIRECTORY 
213 Balmoral Street, Winnipeg, Man. 
24-Hour Service 
Victorian Order of 
Nurses—night calls, 
Sundays and 
holidays. 
Phone 72008 

Physiotherapists and Masseuses 
—P. BROWNELL, Reg. N., Registrar. 


Phones: 
Doctors’ — 72152 
Nurses’ — 72151 
Registered Nurses. 
Practical Nurses. 
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ANALGESIC 
SPASMOLYTIC 

» 
SEDATIVE 


For Oral and Intramuscular 
® 


CoHs Cm COOC2H, 


CH; 
ethyl 1-methyl-4-phenyl- 


HE analgesic effect ap- 
pears to be between that piperidine - 4 - carboxyl- 
of morphine and codeine, ate hydrochloride 
and it persists for from three Demerol hydrochloride : 
to six hours. 


Demerol has many indications in medicine, surgery and obstetrics. 


Before prescribing, physicians should read carefully the booklet 
on Demerol hydrochloride (sent free on request). Prescriptions are 
subject to Canadian narcotic regulations. 


Supplied for oral use, tablets of 50 mg.; for injection, ampuls of 
2 cc. (100 mg.). 


Trademark Reg. U. S. Pat. Off. & Canada 


HYDROCHLORIDE 


Brand of MEPERIDINE HYDROCHLORIDE 
(Isonipecaine) 


33, N.Y. « WINDSOR, ONT. 
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: ve) Regnier de Graaf (1641-1673) goes much of the credit for 
; the foundation of present-day gynecological therapy and ob- 
stetrics. His outline of the anatomic structures of the female 


genitalia, issued in 1672, with singularly few exceptions, may 
well serve today. A continuation of research in this important 


field, through our nation-wide laboratory and clinical facilities, 
is the purpose of this Company. One aim is to provide physi- 
cians with a complete range of reliable gynecic pharmaceuticals, 
worthy of his prescriptions. 


Oho Producls of Canada, Limited 


TORONTO 


ORTHO-GYNOL ¢ ORTHO-CREME HEXITAL NUTRA-ORTHO ORTHO ESSENTIAL SET 
ACI-JEL HEXESTROL 
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Winnipeg Medical Society—Notice Board 


P. H. McNulty, President 
A. M. Goodwin, Vice-Pres. 
The Meetings 


Everyone who has addressed a meeting knows 
how inspiring it is to have a full house before him. 
Conversely empty seats are depressing in propor- 
tion to their number. Usually nothing personal is 
meant by absence but there is something very per- 
sonal in attendance. It gives encouragement to 
the speaker and shows appreciation of the time 
spent in preparation. The March meeting did not, 
unfortunately, have the attendance it deserved. In 
part this was due to other attractions. The date of 
our meeting is fixed and leaves anywhere from 27 
to 30 days for other affairs. Dances, committee 
meetings and private entertainments can surely be 
arranged to fall on other nights. The evening of 
the third Friday belongs to us and every effort is 
made to make that evening pleasant and profitable. 
Everyone who can do so should attend the meetings 
of the Society. Those who have spoken should do 
their listeners the courtesy of listening in turn. 
Those who have not yet spoken should attend as 
they would have others do when they themselves 
speak. Age should be there to instruct youth and 
youth should be there to receive instruction. The 
president, the programme committee, the executive, 
the speakers, all see censure or encouragement in 
the number of the audience. 


Bills and Quacks 


The therapeutic situation in Manitoba isn’t what 
it might be according to some people. There is a 
number who prefer a doctor who is free from the 
contamination of scientific knowledge. One who is 
familiar with the writings of authorities on “natural 
methods” can see how difficult it would be for them 
to practice if they had to confine themselves to the 
ordinary facts of anatomy, physiology, pathology 
and bacteriology. The trouble with cults is that 
they are practically divine revelations and, there- 
fore, like the laws of the Medes, incapable of being 
altered. Medicine being definitely human keeps 
advancing but how can chiropractic, for example, 
advance? Can a stream rise above its source? Can 
chiropractic rise above the level established by 
“Fountain head” Palmer? 


The Basic Sciences Bill recently introduced in 
the Legislature is a sensible one. It merely de- 
mands, in the public interest, that those who profess 
to heal sick bodies should prove that they know 
what a body looks like from the inside. Likewise, 
if they undertake to keep ticking a person who 


Next Meeting 
Friday, April 20th 


W. F. Tisdale, Secretary 
E. S. James, Treasurer 


threatens to stop ticking, they should know what 
makes him tick in the first place. Furthermore, if 
one says he can cure cancer and tuberculosis he 
should have more than a rough idea of what these 
diseases are, and not even a schoolboy these days 
would say of bacteria “Thar aint no sich critters.” 


Perhaps it is the season that stirs the chiroprac- 
tors each year at this time. To misquote Solomon: 
“The time of the singing of birds is come and the 
voice of the quack is heard in the land.” Ducks 
and chiropractors get going about the same time. 


Many people won’t believe that the doctors really 
want to protect the public, and they say the public 
feel quite able to protect themselves. All these bills 
are merely attempts to put the chiropractors out of 
business so that things will be better for the M.D. 


Now let us make a suggestion. Let us give our 
unorthodox, illogical and irregular friends a 
chance to prove their case. Do you agree, Mr. 
Chiropractor, that animals like man have lungs, 
hearts, kidneys, muscles, nerves, backbones, etc.? 
Do you agree that horses, for example, get tumours, 
encephalitis, etc., just as men do? (You can’t deny 
that.) Do you not say that you cure these and other 
diseases by appropriate spinal manipulations? Then 
why not try your methods on a horse? To be sure, 
I see certain mechanical difficulties. A horse is 
rather a “hefty” customer and besides it has 
“horsesense” which alone would distinguish it from 
many of your human customers. Let us, then, take 
that trusting and faithful animal, the dog. Find out 
what vertebrae are out of place when a dog has 
distemper and show that you can cure it. If you can 
do that you can add to your shingle “Good for man 
and beast” and all the dog lovers in Manitoba will 
weigh you down with gold. 

Meanwhile, in case my information is wrong, will 
some one tell me the names of the chiropractors 
who discovered salvarsan, insulin, sulphanilamide, 
penicillin? Which of them is responsible for the 
ideas that have made typhoid and tetanus unknown 
in this war? I’ve never heard a satisfactory explan- 
ation, on a chiropractic basis, for venereal disease 
or, for that matter, for any disease, but would a 


chiropractor treat syphilis by spinal adjustments? 
If he doesn’t he is not true to his faith. If he does, 
his patient remains a public danger. Ah me! Poor 
chiropractor! What a job he has in bringing his 
hocus-pocus in line with medical facts. But try it 
on your pup, brother, and if it works, let us know. 
J.C.H. 
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I, the treatment of trichomonas leukorrhea considera- 
tion should be given to extermination of the parasites, 
and to restoration of the normal vaginal flora. 


Such a dual action is achieved through treatment with 
Devegan. Marked improvement is frequently observed 
within three or four days. The subsidence of the pro- 
fuse, malodorous discharge is accompanied by a corre- 
sponding decrease of the intense local burning, itching 
and other discomfort. Even in chronic cases a cure may 
result in two or three weeks. 

Devegan is applied in two forms: in powder and in 
tablets. The powder is insufflated into the vagina several 
times a week by the physician, while the patient is in- 
structed to use the tablets at home. Later, when the dis- 
charge has been greatly reduced, the tablets alone are 
usually sufficient to complete the cure. 


PAMPHLET GIVING DETAILED INFORMATION: SENT ON REQUEST 


Devegan Tablets are supplied in boxes of 25 and 250, 
each containing 0.23 Gm. of acetylaminohydrox y- 
phenylarsonic acid. 

Devegan Powder is available in bottles.of 1 oz. and 8 oz, 


D E V G A N 
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Something Old 


Doctcr Cheyne and Medical Courtesies 


Dr. George Cheyne, a physician of consider- 
able eminence in his day, was born in Aberdeen- 
shire, and educated at Edinburgh under the 
celebrated Doctor Pitcairn. After a youth passed 
in severe study and prudent abstinence, Cheyne 
came to London with the determination of en- 
tering upon practice. On his first arrival, being 
a stranger, and having to make friends, he was 
compelled to conform to the general style of life, 
which was to be described as free. The conse- 
quence of the sudden change from abstinence 
to epicurean indulgence was that Cheyne increas- 
ed daily in bulk, swelling to such an enormous size 
that he weighed no less than 440 pounds! With 
this increase of size came its natural concomitants, 
shortness of breath, and a crowd of nervous and 
scorbutic symptoms. In this deplorable condition, 
having vainly exhausted the powers of medicine 
he determined to try a diet of milk and vege- 
tables, the good effects of which speedily appeared. 
His size was reduced almost to a third, and he 
recovered his strength, activity and cheerful- 
ness. By a regular adherence to his regimen he 
lived to a good age dying at Bath in his seventy- 
second year. 


On the publication of his “Essay on Health and 
Long Life” Winter, a well-known physician of 
the period, addressed the following epigram to 
Cheyne: 


Tell me from whom, fat-headed Scot, 
Thou didst thy system learn; 

From Hippocrate thou hadst it not, 
Nor Celsus nor Pitcairne. 

Suppose we own that milk is good, 
And say the same of grass, 

The one for babes is only food, 
The other for an ass. 

Doctor! one new prescription try, 
(A friend’s advice forgive) 

Eat grass, reduce thyself and die, 
Thy patients then may live. 


To which Cheyne made the following reply: 
My system, Doctor, is my own, 
No tutor I pretend; 
My blunders hurt myself alone, 
But yours your dearest friend. 
Were you to straw and milk confined, 
Thrice happy might you be, 
Perhaps you might regain your mind, 
And from your wit get free 
I can’t your kind prescription try, 
But heartily forgive; 
Tis natural you should wish me die 
That you yourself might live! 
—Chambers “The Book of Days.” 


Something New 


The serum salicylate level is depressed by sod- 
ium bicarbonate, which either prevents absorption 
from the bowel or hastens its renal excretion. 
Inasmuch as the successful treatment of rheu- 
matic infections depends upon a high level of 
salicylate in the blood, the simultaneous adminis- 
tration of sodium bicarbonate is undesirable. Gas- 
tric discomfort can be avoided and the full action 
of the salicylates secured by prescribing sodium 
salicylate in enteric coated tablets. 


“B” as in Beer. A pint of beer furnishes the 
daily requirement of niacin and from a third to 
two-thirds of the daily requirements of riboflavine. 


In Trigeminal Neuralgia. the use of niacin 
intravenously in doses of 100 to 200 mg. resulted 
in the cure of four patients and the relief of three 
out of a total of eight cases so treated. The injec- 
tions were given daily. Cure or relief extended 
over months. The originators of this treatment 
are two Portugese physicians—D. Furtado and 
V. Chicorro of Lisbon. 

A United States Army officer—Robert Hubata 
—has found a simple way of determining whether 
or not a patient has been taking a sulpha drug. 
He takes a blank piece of newspaper, moistens 
in with the patient’s urine, adds a drop of 1 in 4 
hydrochloric acid, and, if a sulphonamide has 
been taken, observes the appearance of a yellow 
orange coloration. 

Bed sores are due only partly to pressure. 
Another factor is protein deficiency and, when 
this deficiency is made good, healing is hastened. 
Mulholland of New York states that in 8 patients 
the reversal of a negative to a positive protein 
balance by a carefully controlled diet resulted 
in healing of the sores as well as improvement in 
other ways. 

Sakharian of Moscow treats blood transfusion 
shock by lumbar novocaine block. From 100 to 
200 cc. of 0.5% solution are injected on each side. 
Half these amounts of a 0.25% solution on one 
or both sides “produce a mild beneficial effect 
upon the whole vegetative nervous system.” 

The treatment of burns by the topical appli- 
cation of horse serum is recommended by Rabino- 
witz and Pelner of New York. They used this 
method in the treatment of 54 cases of second and 
third degree burns. Infection and pain were 
absent and epithelization was rapid. There was 
scercely any scarring. 
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1945 


Counts 


AMNIOTIN has now been available for your 
use for more than sixteen years. Since 1928, 
this dependable estrogen has been continu- 
ously subject to that most critical of all tests— 
clinical usage. 

More recently, a number of other estrogens 
have been introduced. Much ink has been 
spilled on the question of their relative merits, 
economy and potency and the units in which 
that potency is expressed. 

Amniotin, at the end of sixteen years, still 
stands high in terms of dependability, clinical 
effectiveness, freedom from side-effects and 
economy. For the case requiring either massive 
or minimal dosage, Amniotin is available in 
a form and potency which makes it possible 
to administer that dose conveniently and eco- 
nomically. 

Today as in 1928, Amniotin, by all practical 
criteria, possesses the desirable qualities you 
look for in an estrogen. It provides you with a 
potent, natural estrogen, economical, conve- 
nient, and standardized in the universally ac- 
cepted International Unit. No other estrogen 
has given more consistent satisfaction over a 
longer period. 

Amniotin is one of many fruits of the eighty- 
six years devoted by the Squibb Laboratories 
to the translating of experimental research 
into practical reality. Could any estrogen have 
a better background? 


DRUGS A AS IN- 


For a reliable, potent, economical estro- 
gen, ask your pharmacist for 


Amniotin 


FOR PARENTERAL ADMINISTRATION 
Amniotin in sterile corn oil solution 
Diaphragm-capped vials : 10-cc. vials of 10,000 I.U. 
and 20,000 I.U. per cc., and 20-cc. vials of 2,000 
1.U. per cc. Also in 1-cc. ampuls containing 2,000, 

5,000, 10,000 and 20,000 I.U. per cc. 


FOR ORAL ADMINISTRATION 
Amniotin Capsules 
Containing the equivalent of 1,000, 2,000, 4,000 
and 10,000 I.U. per capsule. 


FOR INTRAVAGINAL ADMINISTRATION 
Amniotin Pessaries (Vaginal Suppositories) 


Children’s Size, containing the equivalent of 
1,000 I.U., and Regular Size, containing the 
equivalent of 2,000 I.U. 


For literature write 
36 Caledonia Road, Toronfo 


E-R: SQUIBB & SONS 
OF CANADA, Ltd. 


Manufacturing Chemists to the Medical Profession 
Since 1868 
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Editorial 


J. C. Hossack, M.D., C.M. (Man.), Editor 
R. B. Mitchell, B.A., M.D., C.M. (Man.), F.R.C.P. (C), Associate Editor 


This Issue 


The present issue of the Review is the largest 
we have ever published. It is, moreover, the first 
to be illustrated in color. We owe a debt to our 
contributors. Every contribution in this number, 
and especially that of Dr. Peikoff, deserves the 
wider publicity of a larger journal. It is only nat- 
ural that an author, having gone through the pangs 
of literary parturition, should wish his offspring to 
be seen by the largest possible number. That he 
should modestly show it only to his immediate 
circle is flattering to that circle. The circle is, 
however, larger than you may suppose. It includes 
all the Dominions, for copies of the Review reach 
everyone of them, as well as libraries in Great 
Britain and the United States. Recently we were 
gratified to receive a request from the Ulster Medi- 
cal Society to send them the Review on an ex- 
change basis. The Review is thus a silent messen- 
ger which tells doctors in many places how we 
practice in Manitoba. We want to give these far- 
away readers a good impression and such an im- 
pression they will continue to receive so long as our 
contributors favor us with thoughtful and well- 
prepared articles. The Review, I believe, can play 
a large part in the development of Manitoba Medi- 
cine. Our geographical position, our outlook, our 
training, our tradition so far as we have one, all of 
these tend to make for a Manitoba “School” — 
something distinctive and peculiar to ourselves. Let 
the Review be the expression of that fact . 


Allergy and Radiology 

Beginning with this issue we are running a 
series of articles on Allergy and Radiology. 
Allergic phenomena, of one sort or another, occur 
in about 50% of the population. Thomas puts the 
figure higher. It is, however, a question if the 
thought of allergy occurs with any such fre- 
quency in the consideration of diagnosis. That 
being so it is obvious that many cases are missed 
and that a fuller knowledge of the subject is 
necessary if practitioners as a whole are to be in 
a position to do for their patients all that should 
be done. In order, then, to bring the matter closer 
to their attention we are submitting this series of 
papers to our readers. Both Dr. Walton and the 
Editor are anxious that everyone with a problem 
or with a question on the subject should send 
it in. The difficulty of one is likely to be the 
difficulty of many and the answering of such 
questions in print may make the series of greater 
value to all. 

All of us use the X-Rays and many of our 
readers have apparatus of their own. Dr. Edmison 


feels that there are many points about radiology 
that could with profit be set forth and discussed. 
His object is to make the subject more clear and 
to show how best to get the maximum of assistance 
from this essential method of investigation. Here 
again correspondence will be welcomed. 


The Vancouver Section 


I have it from what may be referred to as “a 
usually reliable source” that former members of 
this Society, now living in Vancouver, mean to 
apply for admission as a Section. I understand 
that commodious meeting quarters have been 
found in a down-town building which they will 
share with the Liquor Commission. This site was 
chosen because the prospective members have 
occasion to visit it each month in the enjoyment 
of their lawful privileges and therefore it was 
considered the most fitting place for the combin- 
ing of business and pleasure. The suggested pro- 
cedure is that the meeting begin with the reading 
of the Scriptures. The reason for this is the fact 
that most of our former colleagues are ageing and 
decrepit, which is, of course, the reason why they 
went to the Coast in the first place. It is proper, 
then, that they should show some concern about 
the state of their souls. This being disposed of, 
the members will then take turns in reading 
aloud articles from the current “Review,” the 
authors, matter and manner of each being ade- 
quately discussed. The “Social Page” will be 
amplified with such additions as rumor or recent 
visitors can supply. Local gossip will be attended 
to at this time. Some time will be devoted to 
the consideration of Bridge and Golf, the only 
games our friends are now capable of playing. 
The meeting will conclude by the members heaving 
three huge sighs because they can no longer live 
in Winnipeg; they will then quietly drain their 
cups and pass silently into the fog. So far the 
Executive have not received the expected appli- 
cation, but when it arrives, it will be given care- 
ful and, I am sure, favourable consideration. 


Correction 


On page 51 of the February issue mention was 
made that abdominal paracentesis is indicated if 
200 cc. can be obtained. This should have read 
2000 cc. There was also an omission of the last 
sentence of the article which reads: “Inhalation 
of oxygen is of value in congestive heart failure.” 


The Manitoba 


Medical Review 


[April, 1945 


Uli CANADIAN MEDICINE 


Mor than any other man Osler exemplified 

all that was best in the tradition and prac- 
tice of medicine. One of nine children, he was 
born in 1849 at Bond Head, Ontario, and ob- 
tained his professional education at Toronto 
and McGill Universities. In those early days 
students assisted a practising physician while at 
college. Osler’s preceptor was Dr. James Bovell, 
a country practitioner of broad culture. 


After studying abroad, Osler was given the 
Chair in Medicine at McGill University. Later, 
he was appointed prof 
in the University of Pennsylvania; Gulstonian 
lecturer at the Royal College of Physicians, Lon- 
don; professor of medicine at Johns Hopkins 
University; and regius professor of medicine 


of clinical medicine 


at Oxford. 


His contribution to the profession of medi- 
cine was outstanding. To him is attributed the 


of b 2 457, 


dopti g and the system 
of internship which afforded students an oppor- 
tunity to obtain practical experience before 


engaging in practice. 


WONE OF A SERIES 


Bart, M.D., D.C.t., LL.D., D.Sc., F.R.S., F.R.C.P. 
1849-1919 


Osler's text-book “The Principles and Practice 
of Medicine" was so clear, concise and compre- 
hensive that is was adopted as the standard 
text-book of medicine by all English-specking 
universities. It has been revised and expanded 
one ber of oc 
published the “Pathology Reports” which were 
the first of the kind in America. 


Osler was unselfish even to effacement. The 
generosity of his hospitality was open-hearted 
and his entertainment of guests delightful. He 
had a richly endowed mind. His name will live 
not only because of his great contribution to 
medicine but also because of his “little name- 
less unremembered acts of kindness and love.” 
He was known and beloved in America, Great 
Britain and the Dominions. 


In serving the profession of which such men 
as Sir William Osler are a part, William R. 
Warner & Company feels its responsibility 
keenly, and is inspired to achieve and maintain 
the highest standards respecting purity and 
dependability of product and the integrity of 
its relations with the medical profession. 


OF 
WAC 


1856-1945 


WY IRIN IE IN IE & COMPANY LTD. 


MANUFACTURING PHARMACEUTISTS  * 


727-733 KING ST. WEST, TORONTO 


While at McGill, he 
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Gratifying Relief in “Sore Throat” 
with 


Aspergum 


When the patient chews Aspergum a soothing flow 
of saliva laden with acetylsalicylic acid is released. 
Thus effective analgesia is brought into immediate 
and prolonged contact with all pharyngeal areas, in- 


cluding those often not reached by gargling or irri- 


gations. 


Moreover, chewing provides a gentle stimulation 
of surrounding muscles, helping to relieve local spas- 
ticity and stiffness, promoting tissue repair. The pa- 
tient is more comfortable, willingly assumes a suit- 


able diet earlier: convalescence is hastened. 


Indications for the use of Aspergum: 


1. Post-tonsillectomy care 

2. Acute and chronic tonsillitis, 
pharyngitis, “sore throat” of 
influenza, “‘Grippe’’, etc. 


3. Acute coryza (with accompany- 
ing pharyngeal irritation) 


4, Non-specific upper-respiratory 
infections 


Aspergum is available in packages 
of 16, moisture-proof bottles of 36 
and 250 tablets. 


Ethically promoted—not adver- 
tised to the laity. In boxes of 16 
and moisture-proof bottles of 250 
tablets. Write for samples and lit- 
erature to White Laboratories of 
Canada, Ltd., Toronto, Canada. 


Nspergum 


> asperou™ 
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“LET'S LOOK AT THE RECORD" 


A study of the literature shows that NUPERCAINE has been used in these types of 
local anaesthesia — surface, infiltration, regional, sacral, parasacral, paravertebral and 
spinal. We have, then, in NUPERCAINE, a local anaesthetic of sustained action with a 
wide field of usefulness. It has effect in relatively high dilutions. The effect of NUPER- 
CAINE is considerably more intense than that of the usual local anaesthetics, procaine, 
etc., but it can be used safely if the directions suggested are followed. 


Whenever a product is found which is so universally used, little need be said further 
about its merits. NUPERCAINE (a-butyloxycinchoninic acid diethylethylenediamide 
hydrochloride) has stood the best test a product can experience . . . time. 


NUPERCAINE 


TRADE MARK REG’D 


POWDER TABLETS AMPOULES SOLUTION 
for topical application 


CANADA 
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Manitoba Medical Service 


P. W. Dawson, Associate Director, M.H.S.A., 
attended in March, Hospital Service Plan meet- 
ings in New York and Toronto. He met a number 
of executives administering Medical Plans. I have 
asked him to report points of interest. 


Twenty - two non - profit medically - sponsored 
Medical Service Plans are now in operation. The 
Medical Associations of seven other States expect 
shortly to offer their Plans. Prepayment of medi- 
cal services will then be available to 100,000,000 
people of this continent. 


Organization of these Plans in their relation- 
ship to Hospital Service Plans shows four types: 


1. Separate corporations and separate manage- 
ment with no co-ordination. Such Medical Plans 
have met with little success for reasons which are 
obvious. 


2. Two corporations, each with its own execu- 
tive officers, but co-ordinated for acquisition and 
administration. The M.M.S. conforms to this type. 


3. Two corporations with one executive officer. 
This carries co-ordination one step further. 


4. One corporation and one executive officer. 
The latest organized Plans follow this type, and 
show the trend toward closer relations and greater 
economy in operation. 


At a recent conference of Medical Plans in 
Chicago it was decided to organize a Council of 
Medical Service Plans, to serve the Plans as the 
Hospital Service Plan Commission serves Blue 
Cross. An assessment of 1% mills per contract 
per month will be levied to maintain its activities. 


It has been suggested as an alternative that a 
Health Commission should be formed to co-ordin- 
ate activities at the international level. This to 
consist of 25 members: Five appointed by the 
American Hospital Association, five by Blue Cross, 
five by the American Medical and the Canadian 
Medical Associations, five by the Medical Service 
Plans, and five appointed by these 20 to represent 
the public. 


Such a Commission would serve as a clearing 
house of Plan information, statistical, actuarial and 
promotional; undertake research and studies of 
problems impossible tc individual Plans because 
of their cost; keep each Plan informed on trends, 
experiments and solutions to individual problems. 


At the outset the cost would be borne largely 
by Blue Cross; but without an increase of present 
assessments. Economies through avoidance of 
duplication of offices and trained staffs offer pos- 


sibilities of service to Medical Plans at a nominal 
cost. 


Further information will be given by Mr. Daw- 
son in the next issue. 

There are now over ten thousand members, 
of whom more than 75% have taken complete 
service, Plan B. Administrative costs were 22.94% 
for January, and 16.41% for February. These 
figures are very moderate for an organization in 
its early stages, and this favorable condition is 
undoubtedly due to the skill and experience that 
we have been able to utilize through association 
with the Manitoba Hospital Service Association. 
Medical Services, which signifies payment to doc- 
tors, was 127.19% of income for the first month 
of the year, and 118.68% for February, which 
means that our loss in January was 41.06% and 
in February, 35.09%. The first three months in 
the year are usually the hardest for the M.H.S.A., 
and we may expect the same experience. 


The Board of Trustees has laid down regula- 
tions as follows to meet certain problems: 


(a) Fees for pre- and post-natal supervision of 
normal pregnancy are $2.00 and $2.50. Physical 
examination fees of $5.00 will not be paid in these 
cases. For General Practitioners the confinement 
fee includes provision for six pre- and one post- 
natal examination. 


(b) Fees for diet regulation in addition to the 
fee for examination of children will not be paid, 
as this service does not differ from the advice or 
prescription that the adult receives from his doctor. 

(c) For “concussion” in members who hold the 
“A” plan, lumbar puncture will not be regarded 
as a surgical procedure. 


(d) Laboratory work done in a specialist’s office 
is not entitled to the 25% increase. 


(e) Electro-cardiograms are being assessed at 
$5.00 until the M.MLS. receives an official schedule. 


(f) As some 1,100 doctors’ bills have to be coded 
and assessed by the 10th of the month, writing to 
you with regard to reductions in your account will 
delay your cheque for at least a month, and only 
a small number of doctors can be contacted by 
telephone; presently a form similar to that used 
by the Workmen’s Compensation Board will be 
prepared. One hundred and fifty-seven cheques 
were mailed to doctors for January services. 


(g) Laboratory fees will have to be reduced. 
The present scale was based on the doctor doing 
tests himself; but many doctors employ techni- 
cians, others have them done at a flat monthly 
rate by a pathologist. The matter has been drawn 
to the attention of the fee committee of the Mani- 
toba Medical Association for action. 


E. S. MOORHEAD, M.B., 
Medical Director. 
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Trachea and Bronchi 
(Showing condition of 
bronchi during disease 
of the respiratory 
tract) 


SEDATIVE MIXTURE 


FOR THE TREATMENT OF 


RESPIRATORY 


EACH FLUID OUNCE CONTAINS 
Theolamine - - - - - 5grs. 
(Theophylline ethylenediamine 
Potassium citrate - - - 40grs. 
Tincture of Ipecac - 40 minims 
Chloroform - - + 8/10 minim 
Simple syrup, flavoured -  4q.s. 


Available in 4 0z., one pound, and 
winchester bottles. 


INFECTIONS 


Clinical observation has provided evidence that 
during the exudative stage of a respiratory infec- 
tion NUSILYN tends to liquefy secretions and 
dilate the bronchi, and in this way facilitates the 
expectoration of respiratory tract exudates. Cough- 
ing is avoided, healing is promoted and patients 
are permitted rest and comfort. 


DOSAGE : 
ADULTS: 1 to 2 teaspoonfuls diluted with 14 wine 
glass of water, and taken every four hours. 


CHILDREN: 1-2 years: 14 teaspoonful (30 drops); 
2-4 years: 14 teaspoonful (40 drops) to 14 teaspoon- 
ful (60 drops) diluted to one teaspoonful of water, 
and taken every four hours. 


Frost 


The Canadian Mark of Quality 
Pharmaceuticals Since 1899 


Charles &.Frosst & Co. 


MONTREAL CANADA 


WHERE QUALITY AND PRICE ARE EQUAL OR BETTER, PRESCRIBE CANADIAN PRODUCTS 
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Personal Notes and Social News 


Dr. and Mrs. D. W. Hunt are happy to announce 
the birth of a son (Brian Douglas) at St. Boniface 
Hospital, on March Ist, 1945. 


Dr. and Mrs. S. E. Bjornson, of Arborg, Man., 
announce the engagement of their only daugh- 
ter, Jona Marion, to Benedict Verne Benedicton, 
younger son of Mr. and Mrs. G. Benedicton, of 
Wynyard, Sask. The wedding to take place 
April 7th, 1945. 


Dr. Neil John MacLean was reinstated as Chieftain 
of the Clan MacLean of Winnipeg at the second 
annual dinner meeting of the association on 
March 23rd. 


Dr. Benjamin Duke Sutter, son of Mr. and Mrs. 
C. B. Sutter, of Redvers, Sask., is to be married 
April 5th to Margaret Thomson, youngest 
daughter of Mrs. D. McInnes. 


Captain Joseph C. Portnuff, R.C.A.M.C. (overseas), 
has been awarded the Military Cross for gal- 
lantry in action in the Italian theatre of war. 


Dr. John Alexander McNeill, oldest son of Mr. and 
Mrs. H. A. McNeill, of Brandon, Man., is to be 
married to Patricia Ruth, second. daughter of 
Mrs. C. McAlister, of Beausejour, Man., on April 
2nd, 1945. 


Captain Arthur Leonard Jacobs, R.C.A.M.C. (over- 
seas), of Brandon, Man., has been promoted to 
the rank of Major. 


Major Ian MacLean is now in charge of No. 28 
Canadian General Hospital, formerly No. 1 
Canadian Field Hospital. 


Dr. Arthur Gonty, formerly of Elm Creek, Man., 
is now located at Carman, Man. 


Dr. E. J. Ryall, formerly of Carman, Man., is now 
located in Winnipeg, at No. 1 Florence Apts. 


Dr. C. R. Scribner, formerly of Antler, Sask., is 
now located at Teulon, Man. 


Captain George M. Black, R.C.A.M.C. (overseas), 
of Strathclair, Man., has been promoted to the 
rank of Major. 


The following doctors have been added to the 
Manitoba Medical Register: Ernest A. Balls, 
M.R.C.S., Eng. “45,” Harpendin, Herts, Eng.; 
Ernst Bustin, M.D., U. of Vienna “24,” L.M.C.C. 
“44,” Grace Hospital, Winnipeg; Florence Annie 
Scott, M.D., U. of Toronto “38,” L.M.C.C. “38,” 
R.C.A.M.C., Bombay, India. 


CANADIAN 
PHYSICIANS’ 
CAMERA 
SALON 


Notice to Canadian 
Physicians 


The Canadian Physicians’ Camera 
Salon has been organized under 
the auspices of the Montreal 
Came Club. It is a photographic 
salon opened to all physicians in 
Canada. 


EXHIBITION 


From June 11 to 22, 1945, in the Eaton’s 
Art Galleries, in Montreal. 
The Salon is divided into two classes: 
Class One—Closed Class for Canadian 
physicians. 
Class Two—Open Class for other Canadian 
amateurs. 
Each class is divided into two sections: 
(a) Monochrome Prints. 
(b) Colour Slides. 


PRIZES 


Class One (a) First prize $50.00 
$25.00 
$10.00 

Class One (b) First prize _.___. $50.00 
prise $25.00 
$10.00 


Similar prizes are awarded to Class Two 
(a) and (b). 

Entry blanks and complete information 
are being mailed to physicians across the 
country. If you do not receive yours, will 
you please notify Canadian Physicians’ 
Camera Salon, c/o Frank W. Horner Ltd., 
950 St. Urbain Street, Montreal 1. 


SPONSORED BY 


FRANK W. HORNER LTD. 


MONTREAL CANADA 
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PENICILLIN 


Sodium 
100,007 J, 
ok, So we 


Penicillin of high quality is now available from the 
Connaught Laboratories in convenient packages as 


follows:— 


100,000 OXFORD UNITS IN VIAL 


For hospital use, a package containing 1,000,000 
units (10 x 100,000-unit vials) is supplied. 


For use in administering Penicillin, sterile saline 
solution is supplied in 20-cc. rubber-stoppered 
vials. 


CONNAUGHT LABORATORIES 


University of Toronto Toronto 5, Canada 


Depot for Manitoba 


BRATHWAITES LIMITED 
431 Portage Avenue, Winnipeg 
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Department of Health and Public Welfare 
Comparisons Communicable Diseases — Manitoba (Whites and Indians) 
1945 1944 TOTALS 
Jan.28to Jan. 1 to an. .1to Jan. 1 to Jan. 1 to 
DISEASES Feb. 24 29 Feb. 24,'45 Feb. 26,44 
Anterior Foliomyelitis — 1 2 
Chickenpox ———_______ 195 271 248 338 466 586 
Diphtheria —_____ 41 27 10 9 68 19 
Diphtheria Carriers _____._______. 9 7 3 4 16 7 
Erysipelas __.. 3 5 8 7 8 15 
Encephalitis 1 2 1 2 
Influenza - 3 17 33 64 20 97 
Measles - 65 50 271 117 115 388 
Measles—German - 3 4 51 7 7 58 
Meningococcal Meningitis ________. 1 2 2 3 3 5 
[| ee 169 68 348 198 237 546 
Pneumonia—Lobar 2 6 25 25 8 50 
Puerperal Fever ___. 1 1 
Scarlet Fever 88 57 279 268 145 547 
Septic Sore Throat _. 3 1 3 2 4 5 
J 
Tuberculosis 51 16 53 25 67 78 
15 2 17 
Typhoid Paratyphoid 2 2 
Whooping Cough 39 37 29 34 76 63 
Gonorrhoea : 117 125 161 139 242 300 
eae 65 42 48 107 90 
Deaths from Communicable Diseases 
January, 1945 
DISEASES 2 ef & 
ss Urban — Cancer, 37; Tuberculosis, 11; Pneumonia (other 
*Approximate Populations. as forms), 7 Pneumonia Lobar, 3; Influenza, 3; Syphilis, 3; 
8 as 3s Diphtheria, 2; Disease of Pharynx and Tonsils, 1. Other 
— deaths under 1 year, 6. Other deaths over 1 year, 168. 
Stillbirths, 13. Total, 254. 
Anterior Poliomyelitis —...... 1 = 1 2 
Chickenpox Rural—Cancer, 14; Pneumonia (other forms), 11; Pneumonia 
Diphtheria 40 Lobar, 7; Tuberculosis, 7; Influenza, 2; Syphilis, 2; 
Diphtheria Carriers ® a Scarlet Fever, 1. Other deaths under 1 year, 15. Other 
Dysentery—Amoebic .. : ” deaths over 1 year, 72. Stillbirths, 6. Total, 137. 
Dysentery—Bacillary 1 
Encephalitis atest 1 1 1 Indians—Whooping Cough, 2; Tuberculosis, 1. Other deaths 
Erysipelas . 3 8 aes ‘ under 1 year, 3. Other deaths over 1 year, 0. Stillbirths, 
Influenza _ 3 283 na 3 86 0. Total, 6. 
Measles 65 425 46 33 6 
Measles—German 3 52 12 
Meningococcal Meningitis ~ 1 6 2 6 4 
Mumps .... a 169 699 98 Diphtheria — Manitoba is still away out in front with 
Ophthalmia Neonatorum _..... number of cases! 
Scarlet Fever - a! | 30-386 :130 Typhoid Fever shows 15 cases (two Indians) reported in this 
Septic Sore Throat —....... 3 6 2 — period. Most of these cases are between Headingly and 
Smallpox _.. purciintcaeeatis 5 1 Portage la Prairie and had been using water or ice from 
the Assiniboine. They may have derived their infection 
Wenercwiome 48 896148 39 8 25 from the river as it is contaminated. Good hygiene and 
Typhoid Fever ee 2 1 3 sanitation would wipe out typhoid fever. 
Typhoid Para-Typhoid _... 
Undulant Fever —..00. 6 4 25 — Measles, Mumps and Scarlet Fever morbidity is less than 
Whooping Cough _..... i ae 289 33 100 4 at the same time a year ago. 
Gonorrhoea 590 21 
Syphilis 65 432 40 Whooping Cough shows a slight increase. 
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I. Introduction. 


“Life is not to be alive, but to be well.” I 
know of no more fitting introduction for what I 
have to say than these words, written more than 
eighteen hundred years ago by Juvenal, one of 
the greatest of the ancient Roman authors. By 
common consent the maintenance and improve- 
ment of health is a primary concern of every 
individual and therefore of organized society. It 
is well known that illness is no respecter of per- 
sons; it will be readily admitted that sickness 
is the greatest hazard in the life of every indi- 
vidual and of the family. During the last fifty 
years brilliant advances in medical knowledge 
have greatly improved the weapons at our dis- 
posal both for the prevention and cure of dis- 
ease, but unfortunately full and complete use has 
not been made of this knowledge. We still have 
two main problems in this field which we must 
solve: 

First: How to effectively prevent preventable 
disease; 

Second: How to make modern medical skill 
and services available to all our people. 

In solving these problems it is necessary we 
get down to basic principles, and the plain I shall 
outline to you is based on certain principles of 
health service which we think fundamental. The 
proposed “Act to provide for the Improvement of 
the Health of the Citizens of the Province” pro- 
vides the administrative machinery by which and 
through which we propose to carry these prin- 
ciples into effect. 


II. Basic Principles of Plan. 


(1) Prevention of Disease—Health Units. 

The first of these basic principles is this: The 
fundamental responsibility of a health service 
should be to prevent disease. Disease ignores 
municipal or other boundaries and preventive 
measures should be organized by the Province 
in co-operation with the Municipalities in order 
to direct and supervise preventive service, to 
ensure effective co-ordination of health pro- 
grammes and to provide uniform standards such 
service should be under Provincial control and 
direction, but operational costs should be shared 
with the Municipalities. 


To carry this principle into effect full time 
Health Units will be set up covering all of Mani- 
toba. Each Health Unit will be headed by a 
Medical Director with a staff of Public Health 
nurses, a sanitary inspector and necessary clerical 
help. The scope of the work of the Health Unit 
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can best be measured by a brief and partial state- 
ment of the duties of the Medical Director: 

1. He would be the Health Officer for all the 
municipalities within the unit, usually four or more 
municipalities. He would therefore be responsible 
for the enforcement of all Health regulations, both 
Provincial and Municipal. 

2. He would carry on a full immunization pro- 
gramme against those diseases which could be so 
controlled, including diphtheria, typhoid, whoop- 
ing cough and scarlet fever. 

3. He would be responsible for the control of 
venereal disease and tuberculosis, co-operating 
with and arranging for clinics where necessary. 

4. He would develop the preventive field in 
maternal and child_ care. 

5. He would make periodic examinations of 
all the school children in the area. 

6. He would act as a consultant in communi- 
cable diseases to all of the practising physicians 
of the district. 

7. He would supervise a programme embracing 
the whole field of sanitation. 

8. He would make the Health Unit the center 
of health education, including venereal disease, 
tuberculosis, maternal and child care, and nutri- 
tion. 

The nurses of the Health Unit would assist at 
all clinics, pay routine visits to the schools, but 
the greater part of their time would be taken 
up with home visiting for communicable diseases, 
follow-up work in connection with defects uncov- 
ered in school examinations, and pre-natal and 
post-natal work under the direction of the regular 
medical practitioners. The sanitary inspector 
would devote his full time to the work of sani- 
tation, under supervision of the Medical Director. 

This may seem to be a difficult programme to 
carry out effectively, but it must be remembered 
that the staff engaged in the work will be specielly 
trained for it; they will have no other duties; 
their whole and only field of endeavour will be 
the prevention of disease. It must be emphasized 
that under no circumstances will they be com- 
peting or interfering with private practitioners. 

May I point out some of the advantages of a 
health unit plan such as I have indicated: 

(1) It provides the proper basis on which to 
build a scientific health programme in the prov- 
ince and provides a logical and natural foundation 
for any health scheme. 


(2) It completely relieves the municipalities of 
all provision for and nayment of health officers. 


(3) It also relieves the municipalities of cer- 
tain responsibilities that are optional with them 
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now, including immunization programmes and 
periodic examination of school children. 


(4) It offers rural medical practitioners consul- 
tative and co-operative services in regard to all 
forms of preventive medicine, but does not in any 
way interfere with their practice or infringe upon 
their rights. 

(5) The health unit plan offers the most effec- 
tive approach in solving our present problems in 
reference to maternal mortality, tuberculosis, and 
venereal disease. 

The estimated cost of this service is $1.00 per 
person per year. Two-thirds of this cost (67c per 
person) will be assumed by the Province and the 
balance of one-third (33c per person) by the Muni- 
cipality. This division of costs is much more fav- 
orable than that now in effect in existing Health 
Units where the Municipalities assume 50% of 
the cost. Provision of Health Units such as sug- 
gested will relieve both the Province and the 
Municipalities of certain existing expenditures for 
which they are now responsible. The Municipali- 
ties will save the cost of Health Officers, sanitary 
inspectors, any costs incurred for immunization 
programmes, etc. The actual net cost to the prov- 
ince after deducting these savings would be $265,- 
300.00, and to the municipalities, excluding Winni- 
peg, $71,000.00. In actual net cost the share of 
the municipality is therefore less than 33c per 
person per year. 

Part I of the proposed legislation makes pro- 
vision for the setting up and control of Health 
Units. May I call your attention to certain fea- 
tures of this legislation: 

1. Municipalities cannot be compelled to enter 
the plan; they enter voluntarily by resolution of 
the Council or by vote. (Section 11.) 

2. There is a local advisory board for each 
Health Unit; the majority of the members are 
appointed by the municipalities and a minority by 
the Minister. (Sect. 11.) This insures local co- 
operation as well as an opportunity for local opin- 
ion to express itself. 

3. The local board is given power to make 
recommendations to the Minister with respect to 
the personnel of the staff (Sect. 17-5), but the entire 
staff is made part of the Civil Service of the Prov- 
ince. (Sect. 14.) 

(2) Diagnostic Facilities. 

May I pass on now to the second principle of 
the plan: If any doctor is to practise medicine scien- 
tifically he must have readily available diagnostic 
facilities, both of the X-ray and the laboratory 
type; such equipment should be compulsory for all 
hospitals, both rural and urban; and the necessary 
diagnostic tests required by any patient should be 
Provided free, other than a small service charge. 

I think I can say without fear of contradiction 
that no doctor can render his best service or prac- 


tise medicine in a modern scientific manner with- 
out such facilities. If serious illness is to be pre- 
vented, it must be diagnosed in its early stages; 
if it is to be cured the exact nature of the illness 
must be determined; in either case diagnosis is all- 
important, and effective diagnosis is impossible 
without modern diagnostic facilities. Well-trained 
doctors will not be procurable for practice in rural 
Manitoba unless such services are available at 
strategic points throughout the Province. Even 
in the large urban centres of population, such as 
the Greater Winnipeg and Brandon areas, while 
these facilities are now available there are very 
definite limitations which greatly reduce their use- 
fulness. Indigents are provided with such ser- 
vices free; wealthy individuals can afford to pay 
for them; but what of the great middle-class? I 
think it is true to say that the urban practitioner 
finds that as a matter of economy a very large 
number of his patients cannot afford to pay for the 
necessary diagnostic procedures, whereas as a mat- 
ter of good medical practice such tests are an 
absolute necessity. We propose that the common 
diagnostic tests, including X-ray, be made avail- 
able throughout the whole province, and we pro- 
pose that when authorized by a medical practi- 
tioner any patient in Manitoba should be able 
to secure these tests free of charge. We propose 
to do this by requiring a standard type of diag- 
nostic equipment to be provided in all general 
hospitals, including reasonably adequate X-ray 
equipment and a properly equipped laboratory 
capable of performing all the common diagnostic 
tests. This would mean that every physician in 
the province would have close at hand procedures 
available to help him make diagnosis in any given 
case without any limitation because of their cost 
to the patient. 

Regarding the cost of diagnostic service, the 
capital cost for the equipment above mentioned 
would be very large, and we estimate it would 
total $300,000. We suggest that this capital cost 
be the sole responsibility of the Province itself. 

Regarding the operational costs, we believe that 
in rural areas the sum of 50c per person will cover 
the current expenditures. We recommend that this 
cost be divided on the basis of 33c to the Province 
and 17c to the Municipality per person. If the 
cost should exceed 50c per person in rural Mani- 
toba, and this is most unlikely, the additional cost 
would be assessed against the Municipality, but 
the service charge fund would probably carry this. 

In regard to the Winnipeg area, the problem 
is entirely different. At the present time sufficient 
X-ray equipment and satisfactory laboratory ser- 
vice is availab’e. In other words, no capital cost 
would be necessary, provided use could be made of 
existing facilities. Conseauentlv. we propose to offer 
to the residents of the City of Winnipeg the same 
measure of assistance as we are prepared to pay 
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in rural Manitoba for operation costs, namely, 33c 
per person per year, or a total of approximately 
$70,000 per year. If Winnipeg desires to take 
advantage of the plan it will thus have the same 
measure of provincial assistance we are offering 
to other parts of the Province. It will probably 
be necessary and advisable to delay the decisions 
in regard to these services in Winnipeg until the 
actual cost has been ascertained. 


The provision of diagnostic services is a new 
thing, and we have little previous experience of 
other places on which to base costs. I would point 
out that in regard to this part of the plan we 
propose to: 

First: Have the commission appointed under the 
Act determine what diagnostic services should be 
provided. The services will be limited to the 
necessary usual tests but will not include all 
tests. 


Second: Regard this year 1945-46 as one of ex- 
periment and demonstration and provide the ser- 
vices in one trial area before extending to the 
whole province. The limitation of technical per- 
sonnel makes this necessary. 

The advantages of the plan of providing diag- 
nostic services can be briefly summarized as fol- 
lows: 

(1) It will eventually put at the disposal of 
every medical practitioner in Manitoba most of 
the scientific equipment necessary for proper diag- 
nosis and modern medical treatment. 

(2) It is an inducement for the young and 
ambitious medical practitioner to practise in rural 
areas. 

(3) It brings close to all patients throughout 
the province most of the advantages of modern 
diagnosis and treatment, and enables them to 
remain at home when otherwise they might have 
to leave home. 

(4) It lifts the whole standard of rural prac- 
tice, by improving the means of service. 

(5) The fact that the services are free, sub- 
ject to a small service charge, means every per- 
son, irrespective of means, will have the advan- 
tage of modern diagnostic equipment and modern 
tests. 

(6) By placing this equipment in rural hospi- 
tals it helps to raise their standing and lowers 
their costs. 

(7) The plan gives to the urban citizen of mod- 
erate means—the great middle class—a relief that 
is very definitely needed and, at the same time, 
one that will be appreciated by the general prac- 
titioner in the large urban centre. 

A word as to costs: On the basis of the present 
population the annual operational cost would be 
$242,600 to the province and $122,400 to the muni- 
cipalities, or a total of $365,000 per year. The capi- 
tal expenditure required to supply the necessary 


standard equipment to establish adequate diagnos- 
tic services throughout rural Manitoba will be 
$300,000, and this capital cost would be a Provin- 
cial responsibility. 

The legislation giving effect to this part of the 
plan is contained in Part II of the Act. I would 
call your attention to the following points: 

(1) No municipality will be compelled to come 
under this plan, but any municipality in a health 
unit area will have the privilege of so doing by 
passing a resolution to that effect. 

(2) Diagnostic services will be provided in two 
types of hospitals: 

(a) The central hospitals at Winnipeg, Bran- 
don and Dauphin, where highly expert trained 
help will be available who, in addition to super- 
vising the services in that area, will also regularly 
visit and inspect the services provided by smaller 
hospitals. 

(b) Combined technicians capable of doing the 
more common type of laboratory tests and X-ray 
work will be stationed in the smaller hospitals and 
subject to the inspection of the senior officials at 
the large general hospitals. The regulations under 
Section 19 of the Act will provide for this arrange- 
ment. 

(3) In order the services may not be taken 
advantage of by those not entitled, an identifi- 
cation card will be issued to every resident of 
each municipality coming under the plan, and 
presentation of this will entitle such individual to 
the services. Identification cards for any part of 
unorganized or disorganized territory that lies 
within a unit will be issued by the Department. 
(Sec. 20.) 

(4) The diagnostic facilities in any unit shall 
not be used for or on behalf of any person except 
on the request of a duly qualified medical practi- 
tioner. (Sec. 21—1.) 

(5) Every qualified person holding an identifi- 
cation card shall pay a service charge of such 
amount as shall be fixed in the regulations. We 
suggest the service charge should be $1.00 for the 
first X-ray plate and 25c for each subsequent X-ray 
plate, with probably no charge whatever for labor- 
atory tests, the total for one illness not to exceed 
$5.00. (Sec. 21—4.) 

(6) The revenue from the services charges 
shall be used to pay any surplus or additional 
charges the municipality may have over and above 
50c per person per year. 

(3) Medical Care. 

I come next to the third basic principle, namely, 
the provision for curative medicine. This can be 
stated as follows: 

(1) The services of a general medical practi- 
tioner should be readily available to all people 
of our Province when they are ill. 

(2) In view of the disabling effects of such 
illness, the cost should be provided for in advance. 
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(3) Imposing a municipal tax distributes the 
burden most equitably. 


(4) Payment for provision of such services 
should be a matter of arrangement with the medi- 
cal practitioner and may be by way of salary, by 
way of capitation fee, or by way of payment for 
services rendered, or by any combination of these. 


(5) When any municipality enters fully and 
co-operatively into the disease prevention pro- 
gramme, i.e., provides for health units and diag- 
nostic services, the Province should make a con- 
tribution to the cost of curative medicine in such 
municipality. 


We are glad to note that in the City of Win- 
nipeg, a very forward-looking step has been taken 
by the medical profession itself through the Mani- 
toba Medical Service which provides for payment 
of the cost of illness in advance. All our experi- 
ence indicates that a very satisfactory type of 
general practitioner service can be provided by 
engaging a doctor on a salary basis, or by pay- 
ment on a capitation fee basis, or payment for 
services rendered or any combination of these. 
Whatever plan is followed, we believe a general 
practitioner service should be available to all of 
our people and should include such medical care 
and supervision as can be given in the patient’s 
own home or in the doctor’s office or the local 
hospital, including maternity work and minor sur- 
gery, but not including major surgery. 

The advantages of this type of service to the 
public would be: 

(1) The fear of illness on the part of the popu- 
lation would be removed in that a doctor would 
be readily available without any question of there 
being a financial barrier between the physician 
and the patient. 


(2) At least ninety per cent of the medical 
work required by the individual could be supplied 
without the necessity of the patient leaving his 
own community. 

(3) As a natural development of such type of 
practice, the doctor would more and more direct 
his efforts toward the prevention of disease and 
the improvement of public health. 


(4) Payment for medical care in advance in 
various ways has already been proven in practice 
to be entirely satisfactory. 


In rural Manitoba we believe that this type of 
service cen be provided at a cost of $3.00 per year 
per person. We suggest that if and when the 
municipalities or sufficiently large local areas 
enter under such plan the Province should assist 
such municipality. That assistance would be sub- 
ject to two conditions: 

(1) The municipality would be required to 
enter fully and co-operatively into the provincial 


plan regarding health units and diagnostic ser- 
vices. 


(2) The municipality would be required to pro- 
vide for the cost of such services in advance. 


Subject to these conditions being met, the Prov- 
ince would undertake to pay one-sixth of the cost 
on the basis of $3.00 per person per year, the other 
five-sixths being paid by the municipality. 


It is impossible to estimate with any degree of 
accuracy what the financial obligations would be 
as far as the municipalities are concerned in regard 
to this part of the plan, unless and until we know 
the basis on which medical services were paid. 
However, the provincial contribution would be 
one-sixth of the cost up to the maximum per 
capita aforementioned in organized municipalities, 
and in unorganized territories one-half of the cost 
would be carried by the Province. 


The legislation giving effect to this part of the 
plan is set out in Part III of the Act, and to a 
very large extent it adopts existing legislation we 
already have for engaging of physicians as muni- 
cipal doctors. It does, however, greatly widen the 
methods by which municipalities can pay for medi- 
cal care in advance. We consider provision for 
medical care in advance a vital, basic and funda- 
mental principle of the plan, and have gone as 
far as we possibly can to encourage municipalities 
and physicians to make arrangements to this end. 
I would like to call your attention to the follow- 
ing points: 


(1) Provision for engagement of physicians 
under terms that will provide for medical care 
in advance, either by payment of salary, a capita- 
tion fee or by way of payment for services render- 
ed is set out in Section 25. Again the choice is 
left entirely to the municipalities and there is no 
compulsion whatever. 


(2) Provision for payment for raising funds by 
taxation under this section is covered in Section 
26. This should be read in the light of the further 
powers referred to later herein in Section 52 as 
far as the raising of money is concerned. 


(3) Provision is made that if the municipality 
enters fully into the preventive service plan of 
the Government by contributing to a local health 
unit and diagnostic services unit, the Government 
will pay to the municipality the sum of 50c per 
person per year towards the cost of medical care. 

(4) Provision for the establishment of nursing 
stations is provided for in Section 28. 

(4) Hospitals. 

The fourth basic principle of our plan is con- 

cerned with the provision for the necessary hospi- 


tal accommodation and control, and may be stated 
as follows: 
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(1) Sufficient and adequate hospital facilities, 
available to all the people in the Province, should 
be provided. 


(2) To prevent duplication of services, to avoid 
unnecessary expense and to maintain a high stand- 
ard of hospital efficiency, the Province should be 
divided into hospital areas; a Hospital Council, 
advisory to the Minister, should be responsible for 
the setting up of such areas and for supervision 
of hospitals, including definite standards of build- 
ing, equipment, accounting and service. 


(3) Other than the provision of diagnostic 
equipment by the Province, the capital cost of 
building and equipping hospitals should be borne 
by the local area; where a hospital is built or 
operated as a municipal institution, the immediate 
area where the hospital is located should pay a 
higher percentage of capital and operation costs 
than the rest of the area. 


It is definitely recognized we have certain prob- 
lems to face in regard to hospitalization; there is 
the necessity of increasing the number of hospital 
beds; there is a necessity of providing small mod- 
ern hospitals in vertain areas; there is need for 
the rebuilding, enlargement or renovation of most 
of the existing hospital buildings in rural Mani- 
toba; there is need for increased per diem grants 
to hospitals if they are to operate satisfactorily. 
We propose to meet these problems in the follow- 
ing way: 

(1) To set up a Hospital Council for the pur- 
pose and with the authority recommended. This 
has already been done. 


(2) To divide the Province into hospital dis- 
tricts for the purpose of hospital construction, 
operation and maintenance. This has been done. 


(3) To provide additional hospital beds in rural 
Manitoba by authorizing the building of six small, 
modern hospitals and the rebuilding, enlargement 
or renovation of all existing hospital buildings 
outside of the Greater Winnipeg area. 


(4) To provide adequate diagnostic facilities in 
all approved hospitals. 


(5) To increase per diem grants to hospitals. 


The advantages of our recommendations as 
aforementioned can be briefly summarized as 
follows: 

(1) The plan provides for part of the neces- 
sary increase in hospital facilities. 

(2) The plan as proposed brings hospital facil- 
ities nearer to the people. 

(3) It definitely raises the whole standard of 
hospital care, particularly in rural areas. 


(4) The provision for improved hospitalization, 
particularly in rural areas, will induce young and 


ambitious medical practitioners to settle and 
remain in rural areas. 

(5) Rural hospitals of the type and quality 
recommended would provide complementary ser- 
vice to that given by the health units, and in 
many instances the health unit office might be 
properly located in the hospital, saving overhead 
expenses. 


Part IV of the Act covers the provision for the 
formation of hospital districts. Here again, the 
principle of the local areas retaining autonomy is 
made operative and effective. The actual district 
itself is set up by a Hospital Council, but admin- 
istration of hospital facilities within the district 
is placed in the hands of a local hospital board. 
The following points should be noted: 


(1) The legislation encourages the municipali- 
ties to provide hospital services but does not pre- 
vent any hospital board appointed by the muni- 
cipalities in any district making arrangements with 
any religious order or any other group to provide 
such services. (Section 40.) 

(2) The actual boundaries of the hospital dis- 
trict will be set up by the Provincial Hospital 
Council, but will be subject to variation by 
arrangement between the different hospital dis- 
tricts or on appeal to the Council. 

(3) Provision is made that the area immediate- 
ly adjacent to the hospital shall pay a higher rate 
of taxation for the support of it than more distant 
areas. (Section 40—5.) 

(4) In order to ensure the erection of a proper 
type of building, and the maintenance of proper 
equipment, the approval of the Minister is required 
before the construction of any hospital can be 
proceeded with. (Section 41—2.) 


(5) Where the approval of the ratepayers is 
required for the building of a hospital, a three- 
fifths vote approving of money expenditures is 
required. (Section 44.) 

(6) The members of the Hospital Board in each 
district are appointed by the Municipalities with- 
in the district. 


(5) General Provisions of Act. 


The Act is, in part, a consolidation of a great 
deal of existing legislation found in other Acts; 
in part, it is entirely new. All the administrative 
machinery dealing with the Health Plan is included 
in this Act, but certain collateral legislation in 
regard to the Hospital Council is found in other 
Acts. 

One of the most important sections of the pres- 
ent Act is that dealing with the setting up of the 
Advisory Commission. The personnel of this Com- 
mission is set out in Section 7. The Commission 
will consist of eleven members, one of whom will 
be the Deputy Minister of Health and Public Wel- 
fare, and the other ten members appointed by the 
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Lieutenant-Governor-in-Council, of whom three 
members are to be nominated by the Executive 
of the Manitoba Division of the Canadian Medi- 
cal Association, three members to be nominated 
by the Executive of the Union of Manitoba Muni- 
cipalities, one member by the Board of Governors 
of the University of Manitoba from the Faculty of 
Medicine, and three members to be nominated by 
the Minister. The members of the Commission 
serve without remuneration, but are paid out-of- 
pocket expenses. While their position is that of 
an Advisory Commission, they have very large 
powers, particularly in regard to regulations. It 
is obvious with an Act such as this, the actual 
operative machinery will be through regulations. 
It is provided that no regulation made under the 
Act has force or effect until it has been approved 
by the Commission. The Commission will also 
serve in an advisory capacity, particularly in 
regard to such matters as the amount to be charged 
in regard to service fees, the type of diagnostic 
services to be provided under the Plan, and gen- 
erally advisory in regard to the operation of the 
Plan itself. 


Part V of the Act is one of the most important 
sections, inasmuch as it provides for a new type 
of taxation of which municipalities can take ad- 
vantage, namely, a personal health levy. This 
legislation has been effective in Saskatchewan for 
some seven years, and has been found to be most 
effective, as well as acceptable to the people of 
the province, inasmuch as the proceeds therof 
go to the protection of their health. As a matter 
of fact, this levy is in effect health insurance. 
Section 53 provides that a municipality may, if 
they wish—but again there is no compulsion to 
use this method of raising funds for health pur- 
poses—impose a personal health levy which every 
resident of the municipality over twenty-one years 
of age and every self-supporting person under 
twenty-one years of age shall pay. The amount of 
the personal health levy is subject to the approval 
of the Minister, both as regard to the levy on 
an individual and the levy on a family. It is 
felt that that form of taxation will help relieve 
the burden on land, and if the experience in 
Saskatchewan is any judge, it will be readily paid. 
No municipality can impose this type of levy with- 
out the consent of three-fifths of their ratepayers. 
Provision is made in Section 54 for the method of 


imposing the personal health levy and collecting 
the same. 


One of the most important sections of the Act . 


is that set out in Section 56 dealing with grants. 
It is recognized that the successful operation of a 
health plan of this kind will depend on the type 
of medical graduates, as well as the necessary 
technical personnel, including technicians, public 
health nurses, and sanitary inspectors. Provision 


is made for the province assisting such individuals 
not only to get training, but to get the most effec- 
tive type of training. This assistance can be 
given by way of bursaries or scholarships, or the 
province might undertake itself the training of 
personnel. 


The same section also provides for the encour- 
agement of research in matters relating to health. 
The feeling of the Government in this connection 
is that any type of medical education or health 
service that does not stress the importance of re- 
search is failing in one of its main purposes. The 
Government proposes to encourage research, but 
it also feels definitely that there should be a well- 
thought-out integrated federally controlled plan 
of research into which the province could enter, 
and with which it could integrate and co-ordinate 
its own more limited field of research. It is obvious 
that the work of the Nutrition Laboratory in Mani- 
toba could be and should be related to the work 
of the nutrition laboratories in other parts of 
Canada, and this is equally true in other fields. 
Therefore, the Government proposes to set up a 
small technical committee advisory to the Depart- 
ment in this connection, in order to carry these 
ideas fully and effectively into operation. 


Under Section 57 it is provided that the Min- 
ister, on behalf of the Government, may enter 
into agreements with the Dominion of Canada for 
the purpose of making effective any of the pro- 
visions of the Act itself and, in this connection, 
we can only say we hope such opportunity offers. 


III. Summary of Advantages of Plan 


The advantages of the entire Plan in the light 
of the foregoing statements may be briefly sum- 
marized as follows: 


(1) The Plan is a fundamental one, designed 
with a view to enlargement and capable of being 
integrated readily and easily into any Federal 
national health insurance plan. 


(2) The Plan properly emphasizes the vital im- 
portance of preventive medicine and is designed 
to encourage and develop it. 


(3) The Plan is capable of gradual introduction 
and any difficulties or errors in administration 
could be corrected before it becomes province- 
wide. 


(4) The Plan recognizes the fact that the great- 
est immediate need for improvement in health 
services is in rural Manitoba, and aims to provide 
the best health services in rural areas consistent 
with reasonable cost. 


(5) The Plan by providing good rural hospitals 
and modern diagnostic facilities, will attract and 
keep capable medical practitioners in rural Mani- 
toba; as far as possible it will provide for the 
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treatment of patients at home or in a hospital 
reasonably near to home. 

(6) The Plan when in operation offers the citi- 
zens of Winnipeg, with average means, financial 
assistance for medical expenses where they need 
it most; it offers the general practitioner that 
form of scientific co-operation he most appreciates. 

(7) The Plan will provide adequate diagnostic 
facilities and consultant services in public health 
for every practitioner in Manitoba. 

(8) The Plan is based on the belief that all 
the people of this Province are entitled to good 
medical care in their own immediate community, 
and to hospital facilities within a reasonable dis- 
tance; it recognizes that the method of providing 
such services will vary not only as between urban 
and rural areas, but as between one rural area 
and another, depending on the needs of the area 
and the wishes of the people. 

(9) The Plan is basically a democratic one; it 
regiments neither the public nor the profession; it 
allows the people of each municipality to decide 
for themselves the type of medical care they 
desire and the method of payment for the same; 
it leaves the members of the medical profession 
free to make whatever arrangements with local 
communities they see fit. 


IV. Introduction of Plan 


I think it is important that you should recog- 
nize that the Plan we have presented is a long 
range programme, capable of being enlarged and 
expanded. Under the Dominion proposals for 
National Health Insurance, grants were payable 
for certain services, with the result that in the 
event of National Health Insurance being intro- 
duced—and in a recent broadcast the Dominion 
Minister of National Health and Welfare, Honour- 
able Brooke Claxton, stated the National Health 
Insurance Act would be introduced, after consulta- 
tion with the Provinces—in such an event we 
would be immediately entitled to demand and 
receive payment for such services as we had in 
operation. This is tremendously important, be- 
cause the cost of the health services offered under 
this Plan would be greatly reduced, both to the 
Province and to the Municipality. If the Plan 
we have outlined was completely in operation at 
the time of the introduction of health insurance, 
there would be due and owing to Manitoba by the 
Federal Government $1,175,000, and of this amount 
$780,000 would be available for distribution among 
the municipalities, reducing the cost of the Plan 
to them to that extent, and the balance would be 
available for reducing the cost to the Provincial 
Government. 

It should also be noted that the programme as 
outlined must be introduced gradually, owing to 
the lack of medical and nursing personnel. In 
addition, the co-operation of all the interested 


parties in each area, particularly the municipali- 
ties, must be obtained. 


V. Conclusion 

In regard to the attitude of the medical pro- 
fession, it is a matter of record that the Cana- 
dian Medical Association has officially gone on 
record as approving of the principle of Health 
Insurance. The plan now suggested is a form 
of health insurance. I have had an opportunity 
of discussing the general principles of the pro- 
posals with all of the district medical societies, as 
well as the Executive of the Provincial Associa- 
tion. As a result of these discussions, we have 
received a great many valuable suggestions and 
much helpful advice, and we have modified and 
altered our legislation accordingly. There is on 
the part of the profession a keen desire to provide 
the best medical care possible for our people, but 
definite differences of opinion as to how this can 
best be accomplished exist. There is a natural 
and understandable attitude that while recognizing 
and admitting the responsibilities of the profes- 
sion to the public, there is also a responsibility 
to the profession itself. On certain basic prin- 
ciples, particularly the payment of salaries for 
medical services, the Medical Association is 
opposed. On the whole, however, I can bear testi- 
mony to the fact that on the part of the medical 
profession in this province there is a genuine desire 
to serve the needs of the people by providing the 
best health care possible, and to the extent that 
this plan accomplishes that end there has been 
and will be a very large measure of support and 
co-operation on the part of the profession of this 
province. 

Regarding public opinion, there is no doubt in 
my mind as to the feeling of our people: they 
are more health-conscious now than ever before. 
The fact that during the last year they paid for 
more hospital days than at any other time in the 
history of the Province of Manitoba, the fact that 
Municipal Councils are ready and willing to give 
additional financial support in order to provide 
better health services, all provide an eloquent 
testimony to the same end. But it is important 
and desirable that our people should have not 
only a desire for better health services, but a 
clear understanding of how they can be and should 
be provided. It is with this idea that I have 
gone fully into the details of the proposed legis- 
lation with the hope that a clear understanding 
will make clear our essential purposes. 

This Plan is essentially democratic; there is 
no regimentation about it. Any district or any 
municipality can come in or stay out as they wish. 
I believe that this Plan is practical and workable, 
but it is not workable without the active and 
enthusiastic support of the people and the pro- 
fession. 


if 
— 
Wy 
ie 


available to the physicians 
developments of war medici 


of Canada one o 
ne. 


(Horner) in the standard 100,000 Oxford Unit 


F the greatest 


“BUNDLES FOR CIVILIANS” 
The recent release of Penicillin for Civilian use has made ) 
The sodium PENICILLIN Presented under the name of Frank 3 
W. Horner Limited js manufactured by the Heyden Chemical | 
Corporation of New York—one of the largest Producers in : 
the world. 
Canadian physicians m PENICILLIN 
vial which is | 
Sing druggists throughout the country. a 
FRANK Ww. HORNER LIMITED | 


The Manitoba Medical Review [April, 1945 


Nivea Basis Soap is made from the 
freshest edible tallow. In the saponifi- 
cation process, alkalinization is carried out 
with precise, conscientious care, so that 
the presence of irritant free-alkali in the 
finished soap is excluded. To prevent the 
skin from being deprived of too much of 
its natural lubrication, Nivea Basis Soap 
is superfatted with Eucerin Anhydrous. 
Patients sensitive to ordinary toilet soaps, 
or with fat-deficient skin, can use Nivea 
Basis Soap indefinitely. Available, priced 
at 25c per cake, 3 for 69c. 


A Companion Product to Nivea Creme 


Superfatted NIVEA BASIS SOAP 


Made in Canada for 


Herts Pharmaceuticals 
Limited 
Welwyn Garden City, 
Herts, England 


Readily Digestible 


Milk Modifiers for Infant Feeding 


THE CANADA STARCH CO. Limited 
Montreal 
Please send me 


(] FEEDING CALCULATOR. 
Book "CORN SYRUP FOR INFANT FEEDING.” 
[] INFANT FORMULA PADS. 
[] Book “THE EXPECTANT MOTHER.” 
Book “DEXTROSOL.” 


Crown Brand and Lily White Corn Syrups are 
well known to the medical profession as a 
thoroughly safe and satisfactory carbohydrate 
for use as a milk modifier in the bottle feeding 
of infants. 

These pure corn syrups can be readily digested 
and do not irritate the delicate intestinal tract 
of the infant. 

Either may be used as a adjunct to any milk 
formule. 

Crown Brand and Lily White Corn Syrups are 
produced under the most exacting hygienic con- 
ditions by the oldest and most experienced 
refiners of corn syrups in Canada, an assurance 
of their absolute purity. 


“CROWN BRAND” and 
“LILY WHITE” 


CORN SYRUPS 


Manufactured by 
THE CANADA STARCH COMPANY LIMITED 
Montreal and Toronto 


For Doctors Only—A convenient pocket calcula- 
tor, with varied infant feeding formulz employ- 
ing these two famous corn syrups... a scientific 
infant formula pads, are available on request, also 
treatise in book form for infant feeding . . . and 
an interesting booklet on prenatal care. Kindly 
clip the coupon and this material will be mailed 
to you immediately. 
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Hemobrom 


Each tablet contains: Brominated Blood Albumin, 4% grains, Sodium Bromide, 
% grain; plus excipient and coating. The bromide content is 33.58% corres- 
ponding to half the bromide content of potassium bromide. 


INDICATIONS: HEMOBROM tablets may be used with the assurance of greater 
safety and efficacy wherever bromides are indicated as sedatives and hypnotics. 
Thus HEMOBROM is indicated in the treatment of insomnia, nervous excit- 
ability and emotional instability. 


DOSAGE: The sedative dose for adults is 1 tablet with a little water, three times 
daily after meals. As a hypnotic 2 or 3 tablets immediately before retiring. 
Supplied in bottles of 50 and 500 tablets. 


Sulfosaly| 


Sulfosalyl is a balanced prescription of useful drugs that have proved their 

value in the treatment of chronic rheumatism. Sulfosalyl combines three 
salicylate salts associated with drugs containing calcium and sulphur and with 
thyroid and parathyroid. 


: Sulfosalyl may be advantageously used in CHRONIC RHEUMATISM and 
ARTHRITIS and in other conditions of rheumatic origin, including SCIATICA 
and MUSCULAR ACHES and PAINS. 


Vi-Mi-Caps 


Vitamins Minerals CAPSules 


As a supplement to the diet in conditions of vitamine and mineral deficiency, 
the use of these capsules will be found to improve general health and in many 
cases will assist the action of the drugs employed in therapy. 


ONE OF EACH PER DAY 


How Supplied: In boxes of 100 oneness. 50 Vitamins (Green). 50 Minerals 
(White). 


THE ANGLO-FRENCH DRUG COMPANY, 209 ST. CATHERINE STREET EAST 


MONTREAL QUEBEC 
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